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Board of Directors
4th February 2016

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 14th January
2016
Andy Trotter, Chair

Attachments

Minutes of the Board of Directors Meeting 14th January 2016

Agenda item

Summary and Highlights

Changes to risk register

New risks identified

Recommendations
The Board agrees the minutes as a true record of the meeting.

Previous
rating

New rating

Rating

101st Meeting of the Board of Directors
Thursday 14 January 2016
Maple Room, Pinewood House
Board of Directors
Andy Trotter
Archie Herron
James Kellock
Stephen James
Anne Taylor
Stephen Dilworth
Seyi Clement
Ben Travis
Helen Smith
Ify Okocha
Jane Wells
Jazz Thind
Simon Hart

Chair
Vice Chair and Non-Executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Acting Chief Executive
Deputy Chief Executive and Director of Service Delivery
Medical Director
Director of Nursing
Acting Director of Finance
Director of HR and Organisational Development

In attendance
Colleen Harris
Joanne Stimpton
Sally Bryden
Michael Witney
Susan Owen

Board Advisor
Board Advisor
Associate Director of Corporate Affairs and Trust Secretary
Director of Therapies (for items 7 and 8)
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Baeti Mothobi
Service User/Carer: Older People Mental Health
Ken Thomas
Service User/Carer: Adult Community Health
Mary Titchener
Staff: Adult Community Health Services

Action
1

Apologies for absence
Stephen Firn, Chief Executive

Noted

2

Minutes of last meeting
Pending one typing error on page 4, the minutes of the meeting on 5 November 2015 were approved
as an accurate record.

Approved

3

Matters arising from the minutes of the last meeting
Page 3, item 7 – The audit of Section 136 is included in the Clinical Audit Plan. The results will be
reported to the Mental Health Act Scrutiny Group and Clinical Effectiveness Group and then to the
Board of Directors.

Noted

Chief Executive update
1. The CQC inspection will commence on 25 April 2016 and will be chaired by Joe Rafferty, Chief
Executive of Mersey Care NHS Trust. A meeting with our lead inspector is planned for February
2016.
2. NHS England commissioned an independent inquiry into the deaths of people with a learning
disability at Southern Health. This found that there were poor quality investigations, a lack of family
involvement and missed opportunities to learn. The report made seven national recommendations.
The Trust has completed a self-assessment and established a Mortality Review Group. The Acting
Chief Executive and Director of Nursing review all deaths on a weekly basis. We are confident that
there are better systems in place at Oxleas.

Noted

4
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JW

Action
3. New planning guidance has been issued. Our final plan must be submitted to Monitor by the end of
April 2016 and a five-year transformation plan for the local health economy is due at the end of June
2016. This will be presented to the Council of Governors in June and the Board of Directors in July.
The outcome of the CQC inspection will have a bearing on our future strategic plans. The planning
guidance indicates a commitment to parity of esteem for mental health services. There are some
‘must do’s’ relating to achieving financial balance and performance targets. The plans will be
overseen by the Business Committee.
JK – Are there implications for the Trust regarding the Apprenticeship Tax?
SH – There will be a tax of 0.5% on all trusts with a payroll of more than £3m. This is to encourage the
use of apprenticeships. Trusts that use apprenticeships must have robust structures in place to manage
these.
JT – We need to understand the financial implications of this.
5

Integrated dashboard – September 2015
Noted
Item 5 (consent to treat), item 26 (psychological therapies RTT 18 week pathway) and item 39
(vacancies) are moving from red to amber. There is a new indicator relating to Grade 3 pressure ulcers.
Data for item 33 (safe staffing) is presented in aggregate so we are developing a more relevant shift
specific indicator. The red indicators are:
Bed occupancy: Overall the position has improved. As of today we have three patients in private
sector beds. Our target is to stabilise an occupancy rate 95% to 100% in mental health services. A task
force has been established to focus on understanding the drivers for occupancy levels, understanding
patients not previously known to Oxleas, developing a more active process of bed management and
increasing sleepover capacity. We have developed a business case to expand capacity in the Crisis
Resolution and Home Treatment Teams (CRHTT).
Supervision: Performance has deteriorated, but much of this may be due to absences over the
Christmas period. This needs a constant focus, with individual follow-up by directors. Managers who
are not achieving the target should be moved to structured performance management framework.
Vacancies and agency staff usage: There is an improving picture in Adult Mental Health and Adult
Community Health Services with regard to filling registered nursing posts. A new media campaign is
targeting Band 5 nurses and this has had a positive response to date. Six staff have taken up the
alternative payscale offer. There have been some criticisms from union representatives but Staff Side
are supporting the Trust’s rationale for offering the alternative payscale. There are a number of other
small initiatives that contribute to staff retention. Agency price caps are rigorously applied and prices
that are outside the Framework are reported to Monitor. There are a few exceptions where the Trust
does pay above Framework prices, for example continuing care packages for children and community
paediatric medical staff. We are working with agencies to develop SLAs to ensure that staff are trained
and employment checks are undertaken.
CREs: The CRE target for 2016/17 is expected to be £8m. We will need to have robust plans in place to
achieve this. We have strong governance processes in place to scrutinise plans in terms of impact on
quality and whether they are sufficiently ambitious. Clinical Directors are now invited to the monthly
finance meetings. We also need to ensure that front line staff understand the background to our CRE
plans.
AH – Item 11 (CPA reviews after 6 months) is deteriorating. What action is being taken to address this?
IO – We are making sure that that reminders are sent to staff in good time.
JK – When will the indicators with ‘placeholders’ be filled?
BT – The indicators for prison health and community services will be available for February data and the
outcome and demand measures by the summer.
IO – We may stagger introducing these. Indicators for CAMHS could be brought forward.
SH - There is a productivity workstream which builds on the work undertaken by Michael Witney.
SC – Is there an alternative plan if the case to increase capacity in CRHTT is not successful?
BT – We need to gain a better understanding of demand and variation.
ATa – Is under occupancy in older people’s mental health services being looked at?
HS – There has been an unprecedented increase in occupancy levels recently. We are working to
stablise this. There are no plans to reduce the bed base.
JK – The minutes of the November 2015 Risk Committee state there is a supervision target of 85% with
financial penalties if this is not achieved.
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Action
SH – This is specific to Forensic services and it linked to a target set by Commissioners.
AH – The publication of figures helps to maintain a focus on this. Corporate teams also need to
improve performance.
ATr – This should not be a difficult target to achieve.
BT – We will use the next round of Annual Planning meetings to send a clear message to all
directorates.
JK – Can we recover monies from agencies who have charged above Framework rates in the past?
JT – This proving to be a challenge and is not supported by the London Procurement Partnership.
ATa – Have there been any queries from other Trusts regarding our alternative payscale?
SH – We have received a small number of queries.
SJ – Do we take a long term view how we can achieve savings?
BT – We have taken some ‘invest to save’ decisions from a corporate perspective, for example the ICT
Strategy, but we need to do more locally.
HS – Service directorates are considering transformation plans. We need to do more of this.
JT – Some schemes are developed a year ahead of when they may be implemented. This is part of the
scrutiny process.
JK – How can we be assured that this makes a difference further down the organisation, for example by
offering awards for staff?
SH – There is a quarterly performance award for teams or individuals. We can raise the profile of what
this is for.
HS – The challenge is to keep staff motivated.
IO – It can be a challenge to encourage clinicians to innovate.
ATr – We need to be clear on where we can make savings and have a clear message on this.
SC – When will we have clarity on the impact of the contract on CREs?
JT – We should know what the target is likely to be by April.
BT – Savings should be the subject of discussion at the March meeting of the Board of Directors.

JT

6

CQC Preparation
Noted
The CQC Project Group has met nine times and will continue to meet monthly. In addition, Service
Directorates will have local meetings twice a month. The four areas identified for focus at Trust and
local level are bed occupancy and sleepovers, embedding learning from incidents and complaints,
vacancies and care planning. The Quality and Governance Team are undertaking mini-reviews of teams
and there will be a full review of our Place of Safety suites. CQC preparation will be a focus for
discussion at the senior staff awayday on 20 January 2016.
ATr – This is a comprehensive and thorough plan.
JS – Is there any further learning from the inspection in Berkshire, chaired by IO?
IO – We will need to wait until the final report is published.

7

Quality Committee Report
Quality
All Monitor targets have been met and there are no red Quality Committee indicators on the integrated
dashboard. There are three Amber indicators relating to providing patients with information under
s132 of the Mental Health Act, ensuring patients on CPA receive a six month review and ensuring 48
hour discharge follow up for patients with a history of self-harm. Any breaches are addressed with
teams and individuals. The Trust is on track to achieve all CQUIN targets.
Patient Safety
For the year 2015/16 to date, a total of 7577 level 1 to 3 incidents have been reported. This is
consistent with the expected trend. Safe staffing is being reported more frequently as an incident. In
November 2015 there were 170 new sections under the Mental Health Act. Year to date there have
been 1291 new sections, compared to 1108 for the same period last year. Of the new sections this
month, 43 were s136. This year, 31% of clinical staff have received the flu vaccine, an increase of 8%
compared to last year.
Patient Experience
The Trust gathers 1500 pieces of patient feedback every two months. In general, people report a
positive experience of using our services. There is a programme of work to address areas of concern.
The number of complaints received remains consistent with last year. Local complaints are now
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Noted

Action
included in the figures and recording of these has improved. The CQC has published a report that listed
trusts which were significantly better or worse than the national average for each of the sections in the
2015 Mental Health Community Survey. Oxleas was listed as worse than the national average for help
or advice with finding support or keeping accommodation. For all other areas Oxleas was not
significantly different from the national average.
SC – What more can we do to support patients with finding or keeping accommodation?
IO – We need to understand the background to this.
JK – The report puts Oxleas as being seventh out of twelve trusts. Is this where we should be?
IO – This does not reflect other intelligence which shows that patients have a good experience of Oxleas
services.
MW – The survey is based on a very small sample. We have a very comprehensive programme for
gathering data on patient experience.
IO – We will share this with the CQC as part of our ‘Day Zero’ presentation.
JK – The Patient Safety Report refers to an alleged assault on a service user by a member of staff. What
is the background to this?
JW – This incident is currently under investigation.
SJ – How are we managing pressure ulcers?
JW – Grade 3 pressure ulcers have always been classed as a serious incident and are subject to a Root
Cause Analysis.
IO – Increased reporting of Grade 2 pressure ulcers should be seen as a positive indicator of staff
awareness. We are doing more analysis on incidents of pressure ulcer deterioration.
BT – This stands out in the data submission to the CQC. The February meeting of the Board should
receive a report that provides assurance on how we are learning from these incidents.
ATa – Are these preventable incidents?
IO – Some patients are on an end of life care pathway and these are very difficult to prevent.
AH – Adult Community Health Services appear to report more Level 3 and less Level 1 incidents.
JW – There is a higher level of reporting Level 1 incidents in mental health services due to the nature of
their services.

JW

8

Carers and Support Networks Strategy
The Carers and Support Networks Strategy focuses on the need to see patients as part of a wider social
network. There are six aspirations, underpinned by objectives to be delivered as over a three year
plan. The Strategy has been presented to a variety of groups and was presented to the Board of
Directors for their approval.
JK – The implementation plan falls to two or three individuals. Is this enough?
MW – These people are leading workstreams. Directorates are expected to own the actions locally.
SJ – The Strategy sets out how this will address therapeutic needs but not the practical issues.
JS – This feels very ambitious at a time when the Trust is asking for savings. There is the opportunity
for an integrated approach.
BT – Working effectively with carers leads to more efficient care.
SD – Do we have carers forums?
SB – A variety of groups are in place.
The Board of Directors approved the Carers and Support Networks Strategy.

Approved

9

Safe Staffing Report
There is a risk relating to the recruitment and retention of quality nursing staff. We have held a
successful weekend recruitment event and further events are planned. Overall, directorate fill rates
are maintained above our agreed threshold of 80% with a Trust average fill rate of 104% but there are
some wards that have not achieved the threshold. Three acute adult mental health wards will be
reviewed using the Hurst tool with Keith Hurst in January 2016. The Trust is working towards using a
standardised approach. We are moving to reporting on care hours per patient per day.
JK – The report suggests that on Goddington Ward, there is a 60% chance of an HCA being on duty.
JW – There have been occasions when staff from other wards have been re-deployed.
SD – The report does not include prison healthcare services.
JW – We have not yet established levels. This is on phase 2 of the plan, but could be moved forward.
SJ – At Board visits, staff report that levels are safe, but there are some things that do not happen due

Noted
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Action
to capacity. How will care hours per patient work?
IO – We need to have enough staff to provide clinical care. We need to think about this more.
JW – We need to review productivity to understand this.
ATr – Do we investigate issues?
JW - These are reported as incidents and the reasons explored. We have reviewed incidents over the
Christmas holiday and some of these were related to rostering practice.
SC – Is there a reason for being below the fill rate for HCAs?
SH – It is difficult to find bank and agency HCAs who will work in Bromley. Many live outside the
borough and are not prepared to travel.
JW – It is sometimes easier to book registered nurses to cover shifts.
SC – What can we do to address this?
JW – We need to improve recruitment and encourage substantive staff to undertake Bank shifts.
SC – Should the Corporate Risk Register include a risk relating to safe staffing?
JW – We will consider this at the Risk Committee.

JW

10

Council of Governors update
Noted
The Council of Governors last met on 10 December 2015. The re-appointment of Steve James as Nonexecutive Director for a further three year term of office was unanimously agreed. There are several
vacancies on the Council of Governors and elections are running at present. Generating interest for
staff governor positions remains a challenge and the Council of Governors will look more closely at this.

11

NED report – Board visits
Noted
JK – Kidbrook Health Centre: The staff enjoy their work, but much of their time is spent addressing
housing issues. The team praised the HR function. It was reported that the Patient Experience Tracker
was not working. Charlton Park School Nurses: Met with one pupil who was very positive about the
service. The team was proud of their work.
SC – ECT suite: This is being under-utilised and a plan is in place to look at various options. Voluntary
Service: There are a high number of people looking for work placements and it would be useful to have
a database of skills. Scadbury Ward: The ward is admitting a higher number of dementia patients and
this is causing anxiety amongst staff. Further training would be appreciated. A general theme from the
visits was the time it takes to obtain a place on a RiO training course.
SD – HMP Thameside and HMP Isis: Informal visit with John Enser. Staff were positive and had good
ideas about improving efficiency.
AH – Burgess Clinic: Impressed with the ward manager. Staff raised issues about ordering nonstandard items through Cardea and also issues about bank/agency staff usage. Crofton Clinic: Staff are
experiencing pressure due to Kelsey Ward. Challenging patients are being admitted from the Memorial
units. There are some estates issues. HMP Belmarsh and HMP Isis: Impressive management with a
difficult client group. Delays in recruitment are linked to the requirement for staff to undergo
additional prison service security checks.
ATr – There is an overall impression of outstanding staff working in extreme circumstances. As a Board, All
we need to ensure that we have a process to track issues we have identified and ensure that actions
are completed.

12

Risk Committee update
Noted
The Risk Committee last met on 19 November 2015. The Corporate Risk Register describes risks
identified at Trust level. The Risk Committee receives reports from service directorate on a rotational
basis. All the high risks on the Corporate Risk Register have been discussed under other items, with the
exception of the risk relating to data quality. An action plan is in place and it is expected that this
should soon reduce from a high to a moderate risk.
JK – Should the risk relating to care planning and clinical risk assessment still be a high risk?
IO – This is a challenge and there needs to be a constant focus on this. We are confident we can
address recording issues and are identifying local champions. This is a theme in CQC visits to other
trusts.

13

Audit Committee update
Noted
The Audit Committee last met on 8 December 2015. The Committee received the report of outstanding

Page 5 of 8

Action
recommendations from internal audits. Two new internal audit reports – clinical audit and estates
procurement – were presented, both of which received an overall opinion of significant assurance. The
Committee also received an update on Quality Account activity and a report on Charitable Funds. A
private Part II meeting was held to discuss the appointment of external and internal auditors. It was
recommended that the contract with Deloitte for external audit should be extended for a further two
years. This recommendation will be taken to the March 2016 meeting of the Council of Governors for
approval. The Audit Committee recommended that the contract with KPMG for internal audit and
local counter-fraud services should be extended for a further two years. The Board of Directors
approved this recommendation. The Part II Audit Committee reviewed the Board Directors’ expenses
Approved.
and agreed that they were appropriate.
14

Business Committee update
The Business Committee last met on 15 December 2015. The Trust is negotiating with the Royal
Borough of Greenwich to reach a conclusion on settling the outstanding debt. The Committee received
an update from the Capital investment Committee and approved in principle the proposal in relation to
F Block, the Kidney Treatment Centre and the Woodlands Unit at the Queen Mary’s site and the first
installation of ‘follow-me’ telephony at Market Street. We will need to market test the new contract
for the Kidney Treatment Centre and for Guy’s and St Thomas’ to sign the lease.
JK – Is the capital expenditure forecast correct?
JT – This will be checked.
AH – We will need to review our list of properties and agree a course of action.

15

Workforce and Learning Development Committee update
Noted
nd
The Trust achieved 32 place in the Stonewall Index, an improvement of 20 places compared to last
year. This is an important achievement to highlight for the CQC visit. We have undertaken an analysis
of disciplinary cases as part of our Workforce Race Equality Scheme (WRES). There is an improving
trend but we need to do more to achieve our aspirations. The full report will be presented to the
Annual General Meeting of the BME group. We have agreed our training plan for next year. The full
report of the Staff Satisfaction Survey is due at the end of February 2016 and the early indication is that
that this will be favorable. The critical areas to address will relate to aggression/discrimination towards
staff from patients. There were no issues arising from the recent industrial action by junior doctors.
Doctors were co-operative with planning ahead and many attended for work.
JK – The Board should formally thank those involved in achieving the high ranking in the Stonewall
Index.
SC – The report suggests that BME staff are more likely to be subject to disciplinary procedures or that
non-BME staff are less likely to be subject to such processes.
SH – There are differences in how managers respond to lower grade issues that should be addressed
through performance management rather than formal disciplinary processes. We are providing
training on unconscious bias and are undertaking an audit. An update will be provided for the next
meeting.
SH

16

Any other business
None raised

17

Questions and comments from governors
None raised
Next meeting of the Board of Directors
Thursday 4 February 2016 at 10.30 am
Maple Room, Pinewood House
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Noted

Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

CDM – Chronic Disease
Management

ADHD – Attention Deficit
Hyperactivity Disorder

CEG – Clinical
Effectiveness Group

ADL – Assessments of
Daily Living or Activities of
Daily Living

CIP – Cost Improvement
Programme

ESR – Electronic Staff
Records

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ETP – Electronic Transfer
of Prescriptions

AHP – Allied Health
Professional

CNST – Clinical Negligence
Scheme Trust

ALBs – Arms Lengths
Bodies

CPA – Care Programme
Approach

FCPN – Forensic
Community Psychiatric
Nurse

ALD – Adult Learning
Disabilities

CPC – Cost Per Case

AMH – Adult Mental
Health
AMHP – Approved Mental
Health Professional
ASBO – Anti-Social
Behaviour Order
ASD – Autistic Spectrum
Disorder
ASW – Approved Social
Worker
BMs – Business Managers
CAMHS – Child and
Adolescent Mental Health
Services
CAPA – Choice and
Partnership approach (a
new way of managing
referrals into CAMHS)

EI – Early Implementer

FOI – Freedom of
Information
HCA – Health Care
Assistant

CPN – Community
Psychiatric Nurse

HEE – Health Education
England

CRB – Criminal Records
Bureau

HID – Hospital Integrated
Discharge Team

CRE – Cash Releasing
Efficiency

HIMP – Her Majesty’s
Inspectorate of Prisons

CRHTT – Crisis and Home
Treatment Team
C&YPS – Children and
Young People’s Service
CQC – Care Quality
Commission

IM&T – Information
Management and
Technology
ISA – Information Sharing
Agreement
KPI – Key Performance
Indicators
KSF – Knowledge and
Skills Framework
LAS – London Ambulance
Service
LD – Learning Disability
LGBT – Lesbian, Gay,
Bisexual, and Transgender
LHC – Local Health
Community
LSP – Local Service
Provider
LTC – Long Term
Condition

HR – Human Resources

MAPP – Multi Agency
Protection Panel

HTT – Home Treatment
Team

MCA – Mental Capacity
Act

HV – Health Visitor

MDA – Multi-disciplinary
Assessment

CQUIN – Commissioning
for quality and innovation

ICP – Integrated Care
Pathway

DADL – Domestic
Activities of Daily Living

ICT – Information
Communication
Technology

MDT – Multidisciplinary
team

iFox – Trust Business
Information System

MEWS – Modified Early
Warning Score Tool

IGG – Information
Governance Group

MH – Mental Health

CAS – Central Alerts
System

DESMOND – Diabetes
education and self
management programme
for on-going and newly
diagnosed

CASH – Contraception and
Sexual Health

DH – Department of
Health

CBT – Cognitive
Behavioural Therapy

DN – District Nurse

CCG – Clinical
Commissioning Group

ECT – Electro Convulsive
Therapy

DNA – Did Not Attend
ECR – Electronic Care
Records

IGT – Information
Governance Toolkit
IMHER – Integrated
Mental Health Electronic
Record
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MDO – Mentally
disordered offender

MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset
MHRA – Medicines
Healthcare and products
Regulatory Agency

MHRN – Mental Health
Research Network
MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee
NCC – National
Consortium of Colleges
NEDs – Non-executive
Directors
NHSLA – NHS Litigation
Authority
NICHE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research
NPSA – National Patient
Safety Agency
NSF – National Service
Framework
OOHs – Out of Hours
OPD – Outpatients
Department
OPM – Office for Public
Management
OPMH – Older Peoples’
Mental Health
PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire

SDS – Service
Development Strategy

PDS – Patient
Demographic Service
(national repository
holding demographic
information)

SLaM – South London &
Maudsley NHS Trust

PEAT – Patient
Environment Action Team
PFI – Private Finance
Initiative

SMs – Service Managers
SN – School Nurse

PICU – Psychiatric
Intensive Care Unit

SPD – Safety, Privacy and
Dignity

POMH – Prescribing
Observatory for Mental
Health

SI – Serious Incident
TDA – NHS Trust
Development Authority

PRUH – Princess Royal
University Hospital

TSA – Trust Special
Administrator

PSA – Personal Safety
Awareness

TUPED – Transfer Under
Present Employment

QEH – Queen Elizabeth
Hospital

UEAs – Uncontracted
Emergency Admissions

QMS/QMH – Queen
Mary’s Hospital Sidcup

VTE – Venous
thromboembolis

QRP – CQC Quality and
Risk Profile
QSIP – Quality and Safety
Improvement Plan
RAG – Red/Amber/Green
RC – Responsible Clinician
RCA – Root Cause Analysis
RGN – Registered General
Nurse
RM – Risk Management

PADL – Personal Activities
of Daily Living

RMN – Registered Mental
Nurse

PALS - Patient Advice and
Liaison Service

RMO – Responsible
Medical Officer

PEG – Patient Experience
Group

RPST – Risk Pooling
Scheme Trust

PD – Personality Disorder
PDP – Personal
Development Plan

SAP – Single Assessment
Process

PDR– Personal
Development Review

SLR – Service Line
Reporting

SCG – Specialist
Commissioning group
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Board of Directors
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Ben Travis, Acting Chief Executive
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Integrated dashboard

Item
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Summary and Highlights
Please see attached the Integrated dashboard with exception reports on highlighted areas:
•
•
•
•

Bed occupancy
Supervision
Vacancies (Adult Mental Health (inpatient, rehab and crisis); Adult Community Services; and
Prisons) and Agency costs
CRE Plans 16/17

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Quality Committee- Clinical Effectiveness

4 Mth CCG

May-15

5 Mth CCG

May-15

Ensure patients detained under the MHA are provided with info as statedrecorded on Rio (S132)
Ensure consent to treatment is obtained from clients assessed and detained
under the MHA (S58)

6 Qtr Monitor

Sep-15

CPA 7 Day follow up (Discharge from Inpatient setting)

7 Qtr Monitor
8 Qtr Monitor

Jun-15
May-15

9 Qtr Monitor

May-15

% Delayed Transfer of Care
Psychosis Early Intervention services- New cases (cumulative)
Data Completeness (Mental Health)

lead

Q1 15/16 Q2 15/16

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15 Dec-15

Board
Board

4

Board

4

3

Q1 15/16 Q2 15/16

3

3

3

3

Jul-15

Aug-15

Sep-15

Oct-15

3

3

lead

Info Assurance

Metric Type

Monitor Financial Risk rating

Reported

3 Mth Monitor

No

CQC Rating
Monitor Governance Risk rating

Target

View from our regulators

1 N/A CQC
2 Mth Monitor

Target

Info Assurance

Metric Type

Reported

No
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100%

IO

98.7%

97.4%

95.9%

97.5%

98.1%

95.6%

100%

IO

95.6%

91.0%

73.3%

100.0%

100.0%

92.3%

100.0% 100.0%

95%

HS

93.9%

97.4%

98.7%

98.7%

94.7%

100.0%

98.6% 100.0%

<7.5%
95%

HS
HS

5.3%
109.9%

4.3%
108.3%

4.7%
109.4%

4.5%
107.4%

3.5%
108.2%

3.2%
108.2%

3.2%
4.7%
107.4% 106.6%

97%

HS

99.6%

99.5%

99.5%

99.5%

99.5%

99.5%

Nov-15 Dec-15
97.6%

99.5%

94.7%

Comments
Risk rating for the current quarter green
Our Monitor Plan is to achieve a risk rating of 4
and we are monitored on our achievement
against this however, the Board have agreed that
achieving a risk rating of 3 is acceptable

Comments
There were 8 out of 150 patients for whom there
is no evidence of information being provided

Target equates to 256 cases each month

99.5%

10 Qtr Monitor

May-15

Data Completeness- Community

50%

HS

97.6%

85.7%

95.6%

89.9%

85.7%

85.0%

84.1%

78.3%

11 Mth Trust
12 Mth Trust
13 Mth Trust

Sep-15

95%
95%
95%

HS
HS
HS

96.5%

95.1%

96.5%

95.3%

93.5%

94.1%

93.0%

93.8%

14 Mth Trust

MH CPA Service user reviews after 6 months
Prisons: MH CPA Service user reviews after 6 months Prisons
Prisons: % of clients with a care plan set up within 2 weeks of assessment
Adult Community Health: % of patients with an estimated date of discharge
within 24 hours of admission to the unit

90%

HS

96.2%

15 Mth Trust

Outcome measures- To be added

This is an aggregate figure for RTT Referrals,
Treatment and Patient ID as submitted in the CIDS
return. There has been an issue identified in the
report which is being investigated
All CPA breaches were sent to directorates for
review on 12 Jan. AMH (ICR=88% CMH= 93%),
Forensics (91%) and ALD (93%) OMPH (98%),
CAMHS (100%)
Data to be provided for the February 2016 board
Data to be provided for the February 2016 board

95.8%

96.0%

92.0%

99.0%

98.0%

92.0%

97.0%
Outcome measures will be added in future
reports

1

Info
Assurance

Metric
Type

Reported

lead

90%
90%
90%
90%
90%
90%

IO
IO
IO
IO
IO
IO

N/A
<95%
85%-95%

IO
HS
HS

95%

JE

Number of complaints received
Adult Acute Bed occupancy (excluding leave)
Community Bed Occupancy - GICU/Meadowview (Excluding Leave)
Number of secondary screens completed in the first 72 hours against number
of receptions

25 Mth Trust

No

4 Must Do's -Enough information about care and treatment
4 Must Do's-Involved in decisions about care and treatment
4 Must Do's - Treated with dignity and respect
4 Must Do's - Family and carer supported
Quality of life improved as a result of care received
Friends and Family Test (Recommend/Not Recommended)

26 Qtr Monitor
27 Mth Trust
28 Mth Trust

Jul-15
Sep-15
May-15

29 Qtr Monitor

Aug-15

Quality Committee- Access and Waiting Times
CRHT Gatekeeping
RTT 18 week waiting times for AHP
Psychological therapies 18 week RTT pathway
Maximum time of 18 weeks from the point of referral to treatment in
aggregate-incomplete care pathway

lead

22 Mth Trust
23 Mth Trust
24 Mth Trust

Quality Committee- Patient Experience

Target

Info
Assurance

Trust
Trust
Trust
Trust
Trust
Trust

Target

16 Mth
17 Mth
18 Mth
19 Mth
20 Mth
21 Mth

Metric
Type

Reported

No
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95%
95%
95%

HS
HS
HS

92%

HS

Q1 15/16 Q2 15/16

Jul-15

Aug-15
97%
96%
99%
92%
94%
91%/1%

Sep-15

Oct-15
94%
95%
98%
93%
93%
91%/4%

Nov-15 Dec-15
97%
96%
99%
91%
94%
89%/5%

12/11
108%
87%

13/8
110%
83%

10/10
108%
88%

13/15
106%
87%

10/15
108%
89%

19/10
10/14
106%
103%
92%
85%

Q1 15/16 Q2 15/16
100.0% 100.0%
98.1%
98.8%
93.9%
90.7%

Jul-15
100.0%
98.7%
93.1%

Aug-15
100.0%
98.8%
93.6%

Sep-15
100.0%
98.8%
85.3%

Oct-15
100.0%
98.3%
88.3%

Nov-15 Dec-15
100.0% 100.0%
98.7% 98.2%
92.1% 93.6%

99.4%

99.7%

99.5%

99.5%

14/9
107%
86%

99.9%

99.4%

98.2%

Comments
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Figures relate to Formal/local complaints. Target
to be agreed
See Exception Reports
Goal is to be between 85 and 95%

Comments

98.8%

2

31 Mth Trust

lead

May-15

Target

30 Qtr CCG

Info
Assurance

Metric
Type

Reported

No
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48 hr discharge follow up for patients with history of self harm

100%

IO

95.5%

92.6%

94.2%

92.3%

91.2%

100.0%

95.9%

96.8%

No of incidents (1-3)

TBD

JW

798

1311

1160

902

906

949

922

974

Quality Committee- Patient Safety

Q1 15/16 Q2 15/16

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15 Dec-15

Comments
31 patients required a 48 Hr FU. There was 1
breach
Target to be agreed. Quarterly Figures are a 3
month average
Target not applicable. From December 2015 we
will include confirmed and RCA'd level 4 pressure
ulcer incidents. This will be retrospective.
Quarterly Figures are a 3 month average

32 Mth Trust

No of Serious incidents (4-5) (excluding pressure ulcers)

TBD

JW

7

5

4

5

2

7

3

4
These are all grade 3 . No grade 4 ulcers occurred.
We have confirmed the number of grade 3
pressure ulcers that have undergone a root cause
analysis and found to have been avoidable by
Oxleas. In November 2016 this is 1 so far as next
pressure ulcer panel will review RCAs on 25
January 2016. Alison Beasley TVN will provide a
quarterly update in addition to confirm numbers
that have been confirmed at the panel. Quarterly
Figures are a 3 month average

JW

0

Workforce and Development Committee

Q1 15/16 Q2 15/16

PDR Rates
Supervision
Sickness rate

80%
80%
<4%

SH
SH
SH

84.0%
60.3%
3.6%

Vacancies (Trustwide)
Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)
Vacancies - Exceptions Prisons
Bank Costs as % of pay spend
Agency costs as % of pay spend
Productivity Measures

14%
14%
14%
TBD
TBD
TBD

SH
SH
SH
SH
SH
SH

Info
Assurance

Metric
Type

Reported

No

Meeting the MRSA objective (Number of Outbreaks of MRSA)

107%/
110%

3

0

35 Qtr Monitor

Trust
Trust
Trust
Trust
Trust
Trust

2

JW

Safe staffing levels- Registered/Unregistered (Actual against planned)

39 Mth
39a Mth
39b Mth
40 Mth
41 Mth
42 Mth

JW

100%/
100%

34 Mth DH

36 Mth Trust
37 Mth Trust
38 Mth Trust

N/A

lead

Incidents of Grade 3 and 4 Presure Ulcers

Target

33 Mth CCG

104%/
113%

5
109%/
113%

0

2
107%/
112%

2
104%/
112%

4
104%/
111%

1
103%/
108%

These metrics are a mandatory return to the DOH.
We are looking to create our own definitions with
more meaningful data.

102%/
107%

0

0

0

0

0

0

Jul-15

Aug-15

Sep-15

Oct-15

89.0%
68.0%
3.5%

86.0%
64.0%
3.3%

87.0%
65.0%
3.4%

89.0%
68.0%
3.7%

90.0%
71.0%
4.4%

91.0%
70.0%
4.3%

91.0%
63.0%
4.5%

11.3%
8.8%

12.1%
18.4%

12.1%
15.5%

12.6%
17.4%

12.1%
18.4%

4.3%
11.0%

5.3%
12.0%

4.9%
12.2%

4.9%
12.2%

6.0%
11.8%

11.7%
18.0%
18.1%
5.9%
11.8%

10.4%
16.6%
19.0%
5.6%
12.1%

10.4%
17.5%
20.0%
5.6%
10.2%

Nov-15 Dec-15

Comments
All directorates compliant in November 15.
Quarterly figures are end of quarter numbers.
See exception reports
Quarterly figures are end of quarter numbers.
High level of nursing vacancies within these
figures. Quarterly figures are end of quarter
numbers.
See exception reports
See exception reports
Figures include all professions
See exception reports
Productivity Measures to be agreed and added

3

lead
JT

0.1

44 Mth Monitor

Cash Position (£m)

83.5

JT

45 Mth Trust
46 Mth Monitor
47 Mth Trust

Capital Expenditure - Year to Date (£m)
CRE Plans 15/16 (£m)
CRE Plans- 16/17 (£m)

18.8
6.8
8

JT
JT
JT

Info
Assurance

1

Metric Type

Surplus - Year to Date (£m)

Reported

43 Mth Monitor

No

Business Committee

15/16 Target
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Q1 15/16 Q2 15/16

Jul-15

Aug-15

Sep-15

Oct-15

0

0.1

-0.1

0.0

0.0

0.1

0.0

86.8

86.9

88.2

87.7

86.9

87.6

87.4

84.8

13.4
6.2

5.7
7.5

3.3
7.3
2.3

4.7
7.4
2.3

5.7
7.5
3.6

6.8
6.9
4.1

9.1
6.9
4.3

10.8
6.8
4.2

Nov-15 Dec-15

Comments
On plan or above = Green; Breakeven or above =
Amber, Deficit = Red. Position includes release of
£173k non recurrent funding.
On plan or above = Green; Within 15% of target =
Amber; More than 15% away = Red
On plan = Green; behind plan = Amber; exceed plan =
Red

On track to deliver target
See exception reports

Key - All areas except Finance and Community Bed Occupancy - See comments section for finance and Community Bed Occupancy Key
More than 5% away from Target
Within 5% of target (except workforce which is 3%)
Meeting Target

4

EXCEPTIONS REPORT: Quality Committee – KPI 4: recording on RiO of MHA S132 Compliance
Ensure patients detained under the MHA are provided with info as stated-recorded on Rio (S132). Patients receiving the correct information as
to why they have been detained is important for patient experience.
KPI Data

Q1 15/16

Q2 15/16

98.7%

97.4%

Jul-15

95.9%

Aug-15

97.5%

Effectiveness of Actions to Date

Sep-15

98.1%

Oct-15

95.6%

Nov-15

97.6%

Dec-15

94.7%

The Directorate has reviewed performance with teams in team
meetings. Though the service has generally been above 95% it
has been unable to meet the 100% target.

Future Actions and monitoring process

•
•

Undertake a data validation exercise each month. This will allow the Directorate to audit / review a first cut of data and ensure
accurate reporting / recording with wards.
Work with informatics / RiO clinical transformation to develop an improved recording / reporting system that will support improved
compliance. Using RiO and iFox to improve monitoring systems has shown good results in 7 day follow ups.

Lead Board Director: Ify Okocha

Estimated time to resolve: April 2016

EXCEPTIONS REPORT: KPI 23 Adult Acute Bed Occupancy
Adult Acute Bed occupancy has been above 100% for a number of years with sleepover beds and private sector beds regularly used. Reducing occupancy to
below 95% improves the experience of the patient on the ward.

KPI Data
Target
<95%

Q4
107%

Q1
107%

Jul-15
110%

Aug-15
108%

Effectiveness of Actions to Date
Sep-15
106%

Oct-15
108%

Nov-15
106%

Dec-15
103%

Bed escalation measures across BBG continue to improve occupancy
rates. The Directorate is now undertaking weekly audit of leave
recording to ensure accuracy of reporting which is also contributing to a
fall in reported occupancy rates.

Future Actions and monitoring process

•
•
•
•

•
•
•
•

Bed escalation procedures now in place across the trust, with twice daily whole system teleconferences chaired by the Service Director or Associate Director.
A review of governance structures for bed management will be completed in January; this will improve decision making and collaboration across the care
pathway. A taskforce is overseeing the action plans across the 3 boroughs.
Issues with recording of leave in Greenwich have been identified and have over inflated occupancy levels. A new weekly monitoring /audit system has been
implemented and is already showing results.
The Directorate and IMT have reviewed sleepover recording practices against other Trusts and with NHS benchmarking. In order to be comparable with other
Trusts it is recommended that occupancy reporting is split into two metrics; Occupancy rate against commissioned beds and occupancy rate against actual
ward bed base (including sleep over bed capacity). A paper is being taken to the Trust Clinical Data Governance Group for review.
3 extra beds have been opened in Oxleas House to accommodate sleepovers and an additional 3 beds in GPH Bromley will be available by the end of March
A new crisis and admission avoidance data set has been published. Further work is required to refine the data set over the next 2- 3 months and it will place
greater emphasis on admission and crisis avoidance and will support the review of the new community service model.
Emphasis on enhancing senior clinical leadership in bed management care pathways with Consultants attending weekly bed management meetings and new
Consultant data sets in development (Delivery for April)
Business cases have been submitted to our CCGs to expand liaison and crisis capacity, however these have been stalled by a number of factors (NHSE guidance
on liaison, commissioning capacity and the Greenwich CCG crisis review).

Lead Board Director: Helen Smith

Estimated time to resolve: April 2016

EXCEPTIONS REPORT: KPI 37- Supervision
Supervision: Regular supervision of staff allows individuals to receive support and guidance, prioritise work and for performance issues to be
addressed. Failure to provide regular supervision may directly impact the quality and safety of care provided.
KPI Data
Target
80%

Q1
15/16
60.30%

Q2
15/16
68%

Jul15
64%

Aug15
65%

Effectiveness of Actions to Date
Sep15
68%

Oct15
71%

Nov15
70%

Dec15
63%

Majority of Directorates are showing slow but steady progress to embed the
6 week supervision target. Directorates who have experienced significant
amounts of organisational change (AMH, CYP- CAMHS and ForensicsPrisons) have found this target more challenging. Individual managers with
outstanding supervision have been written to and are followed up by
directorates and HR teams and are showing improvements.

Future Actions and monitoring process

•
•
•

•

On-going review by Workforce Group
On-going review by Executive and Directorate
Senior Management Team
Performance Management if individual
managers where necessary by directorate
teams
Supervision compliance is part of peer review
process for CQC preparation

Supervision at 20th January 2015
Directorate
277 ALD

Average
compliance (%)

Required (red)
98

50

66

427

227

65

95

51

65

277 Children & Young People Service

458

179

72

277 Corporate

261

86

75

277 Forensics

233

106

69

277 OA

191

122

61

79

113

41

277 WAA (CMHS)

274

124

69

277 WAA (IR&C)

285

126

69

2401

1184

67

277 Adult Community Services
277 Child & Adolescent MHS

277 Prisons

Totals

Lead Board Director: Simon Hart

Compliant
(green)

Estimated time to resolve: March 2016

EXCEPTIONS REPORT: KPI’s 39, 39a-39c and 41 – Vacancies & Agency Costs
Vacancies – Trust wide, AMH – Inpatient Rehab & Crisis, ACS & Forensics - Prisons. Inability to recruit staff substantively places a greater reliance on bank and agency staff
with both cost and quality implications.
KPI Data

Trust
AMH IR&C
ForensicsPrisons
ACH
Agency
Costs

Effectiveness of Actions to Date

Target
14%

Q1
11.30%

Q2
12.10%

Jul-15
12.10%

Aug-15
12.60%

Sep-15
12.10%

Oct-15
11.70%

Nov-15
10.40%

Dec-15
10.40%

14%

8.80%

18.40%

15.50%

17.40%

18.40%

18.00%

16.60%

17.50%

19.00%

20%

14%
14%
TBC

•
•
•

22.40%

19.40%

21.10%

22.20%

19.40%

17.80%

16.60%

15.60%

•

11%

12%

12.20%

12.20%

11.80%

11.80%

12.10%

10.20%

•

The trust vacancy level has continued to reduce in the last quarter, however
nursing recruitment remains
The Time to hire has reduced and is in line with the target of 16 weeks for
external recruitment despite long timescales for prison security clearance.
The taskforce process has enabled specific recruitment focus on areas with high
bank and agency spends and has been successful to date. Improved roster
practice in these areas has also helped reduce agency usage
Recruitment and Assessment day offered 30 nursing posts to Greenwich
Students
SLAs in place for all high volume agencies requiring them to comply with Monitor
agency cap

Future Actions and monitoring process

•
•
•
•
•
•
•
•
•
•

th

Band 5 recruitment multimedia and Recruitment campaign commenced on 4 January 2015, in addition to directorate specific recruitment and assessment
th
Saturdays planned for January and February. 69 applications completed as of 19 January
Alternative pay scales/ Pension opt out choice introduced for band 5 Nurses.
Increased individual flexibility through offering option to work 12 hour shifts
Mail out to recent retirees to re-joining either permanent workforce or bank opportunities.
Further development around internal nursing rotation schemes. Forensic and Prison Scheme fully subscribed
Implementation of the Brookson VAT scheme will allow us to recover VAT on agency staff costs currently not recoverable
Roll out of SLA for all agencies used by the trust
Review of all non-framework bookings to reduce volume and cost
Bank only staff now able to access all points on pay grade to encourage more bank usage
Adult community intermediate care staff offered £200 additional payment for every 12 bank shifts worked

All of the above actions will be monitored via the Recruitment and Retention subgroup of the Workforce & Learning Development Committee. The impact of the above
will be incremental and set against a very competitive market place as a result of a shortage of qualified nurses

Lead Board Director: Simon Hart

Estimated time to resolve: Nov 2016

EXCEPTIONS REPORT: : KPI 48 CRE Plans -16/17 (£m)
CRE Plans 16/17 (£m) – not achieving the savings as a result of reductions in contract values would have a negative impact on the recurrent deliverability of our operational financial
plan and raise questions about our long term sustainability.
NOTE:- there is uncertainty regarding the target and early indications are that this could be less than £8m BUT given all Service Directorates, with the exception of ALD, are overspent
the ability to make efficiencies becomes more challenged as we will need to reduce the overspend and deliver savings recurrently.

KPI Data
Target
8.0

Jul-15
2.3

Augl-15
2.3

Sep-15
3.6

Effectiveness of Actions to Date
Oct-15
4.1

Nov-15
4.3

Dec-15
4.2

•

•
•

Robust monitoring of savings plans :o Monthly- Finance meetings / Business Committee / Executive Team / Trust Board
o Quarterly - Quality sign off meetings / Service Directorate annual planning
meetings / in-depth review by Business Committee post annual plan meetings
Ownership and responsibilities for savings schemes expanded to Clinical Director and
Heads of Profession colleagues - first step to greater clinical engagement
15/16 target will be achieved by March 16

Future Actions and monitoring process
•
•
•
•
•
•
•
•
•
•

Financial Recovery Task Force to be set up by Deputy CEO and Acting DoF to undertake mini-turnaround with those Directorates risk rated ‘Red’
Working through operational guidance to assess impact on target / surplus –in progress to be completed mid Feb 2016
Ensuring we negotiate a ‘fair share’ of CCG allocations e.g. parity of esteem – mid Mar 2016
Working with Commissioners to minimise any local efficiencies or at least agree that if these are required they recognise the need to de-commission if necessary
Greater transparency of savings schemes with Commissioners so that they are fully sighted and sign up to any service delivery implications
Senior Finance colleagues to continue to ‘Get the message out’ – programme of sessions to be accelerated to involve all Senior Finance Managers
Clinical Directors, along with the Service Director and other Senior Managers, will now attend the monthly finance meetings with the Acting Director of Finance, to ensure
they are more engaged with the financial discussions and think about how they can influence/change clinical practice to save money
Continue the work currently underway with agencies to ensure robust SLAs are in place that bind these organisation to not charge, as a maximum any more than the
Monitor rate caps
Work with the OHSEL group to assess what opportunities lie, over and above our own plans, to reduce spend
Undertake a thorough non-pay spend analysis by the end of March to assess where resources are being spent and agree actions on how/where we will make reductions and
by when

Lead Board Director: Jazz Thind

Estimated time to resolve: June 2016
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Summary and Highlights
The operational performance report identifies the top issues of concern that will be the focus of each
directorate management team in the coming month.
The issues noted in the report are as follows:
Directorate
Older person’s mental
health
Adult community services

Children & young people

Adult mental health

Adult learning disability
Forensics & Prisons

Issues

• Sickness and supervision rates
• Bed occupancy
• Bank & agency spend
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Directorate financial position
Systems resilience and intermediate care capacity
Waiting times in Bexley neuro-rehabilitation
Service re-modelling and tendering: universal services
Service re-modelling and tendering: specialist services
Agency use in Greenwich
Current dashboard ‘reds’
Bed occupancy
Financial management
Supervision
Referral to treatment (Greenwich OT service)
Psychology productivity
Nursing staff shortages
Staff supervision
Abuse of legal highs

Recommendations
The Board is asked to note the operational performance report.

Operational Performance Report
4 February 2016
Older person’s mental health (OPMH) services
1. HR indicators
Though we achieve a 'green' rating for most HR indicators, there are two concerns:
Sickness: over the last 6 months, the directorate sickness absence rate has been above
trust average; the December data shows an increase of 1% over. Whilst many teams have
consistently low levels of sickness, our inpatient and acute units have higher returns,
followed by CMHTs/memory services and intensive home treatment team (IHTT).
Mitigation plans
Our HR manager is reviewing long term/frequent absence management practices and
discussions will be had with relevant managers, where practice needs to improve. The
analysis of the reasons for sickness will enable us, in our February DMT, to set a target to
bring the directorate average back to trust levels.
Supervision: the December compliance rate was 63%, which is an 11 % decrease from last
month. Directorate performance has not yet hit the 80% target and few teams are fully
compliant.
Mitigation plans
• Managers have been asked to review their ‘supervision tree’ to ensure a realistic system
is in place – by end of January.
• Service managers will take action on the 122 ‘red’ staff, this includes 5 staff with no
reported supervision.
• We aim to achieve the target of 80% supervision by 31 March 16, with assurance in
place re routine scheduling of 6-weekly (max) reviews/updates.
Both issues will be monitored in our new service steering group meetings. In addition,
service managers have been asked to draw up their own action plans and report on
progress at the February DMT.
2. Bed occupancy
The directorate continues to experience a high level of demand for acute inpatient beds due
to an increase in admissions.
Acute bed occupancy excl. leave & Oaktree Lodge: 101%
Acute bed occupancy incl. leave & Oaktree Lodge: 106%
(Data based on actual bed occupancy compared with the contracted bed-base, i.e. 59 BBG
beds, June to December 2015).
We have reviewed the records of 50 patients admitted between June and November 2015.
Of the 50 cases, 11 were not known to services prior to admission; in 7 cases, admission
could possibly have been avoided by earlier involvement of the IHTT or increased CMHT
contact.

1

Mitigation plans
•

Temporarily using vacant beds in Oaktree Lodge to meet demand.

•

Meeting held with Bexley social care who have agreed in principal to closer working,
including attending MDT meetings, some of which will be held in their offices.

•

Contract negotiations commenced with Bromley & Bexley re commissioning ‘challenging
behaviour’ beds on Holbrook ward to meet admission gap for clients failing to meet Care
Home criteria.

•

In response to the Q3 review admission audit, the associate director will chair a
directorate task and finish group to: review the CMHT role in crisis management; review
the use of telephone contacts in cases assessed as high risk; review red zone
interventions; and identify training for CCOs re risk management and clinical decision
making.

3. Bank & agency spend
The directorate continues to rely on use of temporary staffing to staff shifts on our four
inpatient units. Whilst significant success has been achieved in recruitment to vacant posts,
establishing a regular, substantive workforce remains a challenge. Furthermore, there is a
continued need for additional staff to support the 1:1 and escort needs of our client group.
Our four units currently rate ‘green’ for use of agency. However, our focus has moved from
Holbrook to Shepherdleas ward who are ‘green’ overall but ‘amber’ for spend against plan.
Mitigation plans
The high use of bank & agency nurses on Holbrook ward led to the ward being rated ‘red’ in
July 15; the taskforce action plan moved the ward to green in November. The directorate has
extended the taskforce monitoring and control tools across all wards and established a
monthly steering group to provide assurance in respect of:
• Controls around the booking of bank and agency staff
• Safe staffing
• Recruitment
• The effective use of the Healthroster
• The number of patients on observation on the ward
• Use of performance management data by key ward staff

Adult community services (ACS)
1. Directorate financial position
The directorate is predicting an overspend of over £1.6m for 15/16. Band 5 nurse vacancies
leading to high use of agency staff in the two intermediate care units and district nursing are
the major reasons. Agency use has increased following the opening of more beds (19 in total
since April 2015), and significant increases in district nursing activity. In our Bexley DN
service, the number of contacts is running at 39% over plan; in Greenwich, the figure is
144% over plan. Incidents and complaints have not increased and there is no evidence that
this rise in demand is impacting unduly on patient care.
The major non-pay financial issue is our expenditure on community equipment (e.g.
pressure relieving mattresses). This is due to increased demand and a higher acuity of
patients. Despite this, we continue to have low numbers of moderate or serious community
acquired pressure ulcers - it has been over 700 days since our last grade 4 community
acquired pressure ulcer.
2

Mitigation plans
• A payment incentive has been offered to substantive staff on both units to work more
bank shifts. The scheme started on the intermediate care units on 1 November; whilst
received positively by staff, the impact on agency use has been marginal. The threshold
for receiving the incentive payment is being reduced and we are offering this to district
nursing.
We have instructed our district nursing teams to only book agency staff up to their
establishment. Any variation to this needs senior management approval.
Our activity is shown below:

Bexley DN Activity for Apr 15 - Nov 15
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Greenwich DN Activity for Apr 15 - Nov 15
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Key: Blue = Activity, Red = Contracted activity
•

All recruitment to vacant posts, with the exception of qualified nursing posts in
intermediate care and district nursing, have to be approved through our weekly
directorate management meeting.

•

We currently have 14 posts which are funded through non-recurrent sources. These
were recruited to in order to reduce the reliance on agency staff and to increase capacity
in our community assessment and rehabilitation teams where waits had been longer
than we would want. Because the amount and method of allocating winter pressure
monies has changed, we can no longer support these posts on a non-recurrent basis.
We are moving these posts into established vacancies, currently covered by agency
staff.

•

We have reviewed our spend on equipment and the needs of our clients and identified
that the process for allocating and keeping the allocation of equipment under review has
not been as robust as it needs to be. We expect to see expenditure reduce as a result,
although this is against a backdrop of increasing acuity.

2. Systems resilience and intermediate care capacity
Improving the flow of patients through Queen Elizabeth Hospital (QEH) is a key local priority
and we are working closely with partners on this issue. We are focussing on make best use
of all available community beds.
Mitigation plans
• We now have had good levels of occupancy and at times, carry a waiting list for
admission. Our occupancy target is 92%. Occupancy dipped in December due to an
outbreak of norovirus at GICU, reducing occupancy to 79%, as the unit was closed to
admissions for ten days.
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Key: Blue = Meadow View, Red = GICU
•

We have leased Foxbury Ward at Queen Mary’s Hospital to a private provider of nursing
care. LGT is currently using 28 beds on Foxbury. These opened on 2 December 15 but
are due to be reduced by ten beds before the end of January 16.

•

We appointed a specialist registrar, funded by winter pressure monies, who started on
30 November 15. Staff have found her presence helpful and supportive. The remaining
four commissioned beds on GICU were opened on 8 January 16. Our winter pressure
funding for the registrar will run out by mid-February 16.

3. Waiting times in Bexley neuro-rehabilitation
Historically the community neuro-rehab service in Bexley has struggled with waiting times. It
is a busy service, with around 1000 clinic attendances each month. Whilst the waiting list
position is considerably better than it was a year ago, staff sickness and vacancies have
contributed to recent increases in the waiting times. As at 18 January 16, there are 32
patients waiting over 18 weeks.
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Mitigation plans
• Of the 32 patients waiting over 18 weeks, 17 have had at least one appointment since
the referral was received. These patients are being reviewed to determine whether the
clock should have been stopped earlier.
•

In addition, we contact every patient waiting over 15 weeks to check whether their
condition has changed. Additional clinic capacity has been identified to work through the
backlog.

Children & young people’s services
1. Service re-modelling and tendering: universal services
Greenwich local authority held a stakeholder engagement event in December 15, regarding
the retendering of their 0-19 services. The tender was launched on 20 January and now
includes the looked after children service. We are currently developing our tender response
for submission early March.
2. Service re-modelling and tendering: specialist services
Greenwich commissioning intentions indicate that they may wish to tender for a new service.
We are working in preparation for this.
3. Agency use in Greenwich
A significant proportion of the directorate's agency use is due to requests from Greenwich
CCG to provide part of our continuing care service via agency staff. Our action plans are
divided into discussions with the CCG to reduce the proportion of agency payments which
are attributed to Oxleas and plans to reduce our direct usage.
Mitigation plans
• The CCG is now receiving direct invoices for 2 high cost packages.
• Implement action plan to address recruitment and family specific issues. There has been
some setback due to recruitment issues but the service is on track to meet the planned
reduction in agency costs by end of March 16.
Update 27/01/16: the service has achieved the require reduction in agency and has now
moved off the taskforce.
Current dashboard red areas
Indicator
CPA reviews
(CAMHS)
One year
reviews
(Health visiting)

December
performance
100%

100% Gre
76.6% Bex

Action Plan and timetable
Action plan implemented in November which has
resulted in improvement, however we will continue
to monitor
This indicator has been green in Bexley all year
and has fallen in the last 2 months – individual
breaches being followed up by operational leads
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Adult mental health (AMH)
1. Bed occupancy
Although occupancy continues to fall, we have not yet reached our target of 97% occupancy.
We also want to eliminate the use of UEA placements.

All adult acute beds:
Target
<95%

Q4
107%

Q1
107%

Jul-15
110%

Aug-15
108%

Sep-15
106%

Oct-15
108%

Nov-15
106%

Dec-15
103%
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Mitigation plans
The following bed management plans are in place:
•

Bed escalation procedures now in place across the trust, with twice daily whole system
teleconferences chaired by the service director or associate director.

•

A review of governance structures for bed management will be completed by end of
January; this will improve decision making and collaboration across the care pathway. A
trust taskforce is overseeing the action plans across the 3 boroughs.

•

Issues with recording of leave in Greenwich have been identified, this has led to over
inflated occupancy levels. A new weekly monitoring /audit system has been implemented
and is already showing results.

•

The directorate and Informatics have reviewed sleepover recording practices against
other trusts in NHS benchmarking. In order to be comparable, it is recommended that
occupancy reporting is split into two metrics: occupancy rate against commissioned beds
and occupancy rate against actual ward bed base (including sleep over bed capacity).
This approach will improve our position and bring us in line with other trusts. The trust’s
clinical data governance group has been asked for approval to this change.

•

Two extra beds have been opened in Oxleas House to accommodate sleepovers and an
additional four beds will be available by the end of March (1 in Oxleas House and 3 in
Green Parks House).

•

A new crisis and admission avoidance data set has been published. It will place greater
emphasis on admission and crisis avoidance and will support the review of the new
community service model.

•

We are enhancing senior clinical leadership in bed management pathways, with
consultants attending weekly bed management meetings and new consultant data sets
in development (delivery in April).

•

Business cases have been submitted to our CCGs to expand liaison and crisis capacity.

•

In the long-term, the redesign of community health services and extended hours
provision will deliver a more effective clinical pathway, reducing the need for crisis
services. The efficacy of the service redesign and embedding of the new service model
is being review in partnership with IPC (Oxford Brookes).

2. Financial Management
Progress has been made in reducing overspend however, managing resources within
budget remains a challenge.
•

Bank and agency usage: all wards are now ‘Green’ on the trust agency RAG rating
system. A reduction in bank and agency spend has led to a reduced overspend in
November and December, although this has been offset by a drop in income during
December.

•

The 15/16 CRE is achieved and plans are in place for 16/17.
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Mitigation plans
• The directorate is working with finance to develop a more stringent financial framework
that supports wards and teams to manage ward staff within budget.
•

The directorate and nursing directorate are reviewing ward staffing levels to determine
the level of resource required to manage wards within budget. This may require a
rebasing of ward budgets.

•

IAPT bank and agency spend will reduce following the recent management restructure
and recruitment of a new business manager.

3. Supervision
Supervision rates remain below 80% and although there has been improvement in the most
recent January data (69% as at 26/01/16).
Mitigation plans
• The reduction in supervision compliance rates has been discussed and raised with team
managers in monthly performance management meetings
• The service director will email all managers informing them that consistent failure to miss
supervision will result in a performance management process.
• The directorate and HR managers are reviewing current alert systems and monitoring of
supervision. It is hoped that automated email alerts and data on supervision requirements
ahead of monthly HR “cut off dates” will support improved compliance.

Adult learning disabilities services
1. Referral to Treatment (RTT) waits in Greenwich OT services
The breaches in RTT waiting times for OTs in Greenwich have improved from 20% in
December to 11% in January; however, on-going capacity and demand issues remain about
which discussions continue.
2. Psychology productivity
Productivity against the care standards remains below 100%, following revised activity
recording guidance that has stopped third party contacts (carer, family) being included in
reporting.
Mitigation plans
• Revised job plans have for ALD psychology have been agreed and changes to reporting
will be complete by the end of January.
•

Revised job plans for ALD AHP are being developed and changes to reporting will be
complete by end of March.

•

Trend data to match iFox reporting (6 month average as well as monthly reporting). This
will resolve any dips in activity due to leave e.g. December.

•

A new monthly data validation process has been agreed with informatics to ensure the
data reported to the DMT is accurate. The first run of data will be validated by clinical
leads and the business office before a final version of the report is published.
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•

Data validation will ensure managers can accurately manage performance. The
directorate is aiming for all productivity data to be assured be end of March.

•

Reporting of activity by team, linked to RTT, is being developed by Informatics.

Forensic & prison services
1. Nursing shortages (Greenwich Prisons & Bracton inpatient services)
The directorate continues to experience shortages of nurses in our Greenwich Prison and
inpatient services. The situation at the Bracton has been compounded by the clinical
demands in three of our wards, which makes attracting bank staff more challenging.
Within the Greenwich prison cluster, the majority of the posts have been recruited to and
staff are undergoing clearance procedures.
Mitigation plans
• The director and service managers continue to meet monthly with HR to monitor
recruitment campaigns and seek ways of improving the position. An example of this is
the two-year rotational post for recently qualified nurses, which is fully subscribed and
commences in May.
•

The directorate hope to benefit from the new trust offer in relation to staff pension
contributions.

•

Within the inpatient services, changes are being made to skill mix, which we anticipate
will assist the overall position through the introduction of support practitioner roles.

•

The trust taskforce is monitoring the action plans to reduce the level of agency spend.

2. Staff supervision
The percentage of staff receiving supervision has not reached trust targets. For our
inpatients services, the position has improved over the last 6 months and currently is at 73%
compliance. Our Prison services are significantly worse, with compliance currently at 42%.
Mitigation plans
• The directorate has requested additional support from Learning & Development in the
production of fortnightly reports for team managers, showing the updated position with
regard to supervision in their team.
• The service director has communicated the importance of this target directly to all
operational managers, including his expectation that performance will rapidly improve.
• The directorate formally will review performance by sub-directorate every 2 weeks, until
the target is achieved.

3. Abuse of “legal highs”
The inpatient services at the Bracton Centre currently are experiencing high levels of abuse
of legal highs. These are known to be cheap to purchase, difficult to detect, and can result
in severe and, on occasions, life threatening reactions, and violent behaviour.
Staff are noting that with abuse of these substances, patients’ physical and mental health
very rapidly deteriorates.
(National statistics show that these substances have rapidly become the drug of choice in
prison settings, as they do not show up on urine screening and as already stated, are difficult
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to detect. In the UK, the use of so called legal highs was a factor in at least 19 prisoner
deaths between 2012 and 2014.)
Mitigation plans
• Provide training for staff on identifying and managing patients presenting with an
intoxication profile.
• Community meetings are being held with staff and patients to raise awareness of the
risks.
• Educational literature is being made available to both staff and patients.
• We continue to work with Kent Police to identify individuals and where appropriate, will
take action against patients or visitors.
4. Greenwich Prisons
The services at Greenwich prisons continue to transition to the new Oxleas model. Cost
pressures are high and due primarily to the agency spend and escorts and bed-watches.
Additional controls have been put in place regarding the use of agency nurses.

11

Board of Directors
4th February 2016

Item
Enclosure

Agenda item

Quality Committee report

Item from

Ify Okocha, Medical Director

Content

1.
2.
3.
4.
5.
6.

Attachments

a) Oxleas CQUIN Dashboard – Q3 15_16
b) Patient Safety Report – December 2015

7
6a-b

Key Monitor Indicators.
Quality Committee Indicators by Exceptions
CQUIN Summary
Compliance and Regulatory Update
Patient Safety Update
Clinical Effectiveness Update

Exceptions:
This Quality and Performance report provides the December (Quarter 3) update on the following
areas:
• Key quality exceptions from the integrated dashboard
• Quality Committee Indicators
• Compliance and Regulatory Update
• Patient Safety Update
1. Key exceptions from the Integrated Dashboard (REDS)
Monitor Indicators:
There are no areas of concern to note for Key Monitor Quality Indicators this month. Please refer to
the Trust Integrated Dashboard for further detail.
Quality Committee Indicators:
There is 1 red Quality Committee indicator on the integrated dashboard – Section 132
2. Quality Committee Indicators – 2 Amber (1-5% below target)
There were 2 amber indicators to note on the integrated dashboard for the month of December
2015
• PE2.3 MH - Ensure percentage of clients on CPA have received a review in the last 6
months.
This was 93.8% against a 95% target. For October, there were 132 breaches out of 2127 patients
(ICR showing a red position and CMH, Forensic and ALD in amber positions).
•

PS1.2MH – Patients with history of self-harm to receive 48 hour follow-up following
discharge:
31 patients required a 48 Hr FU (Bexley 11, Bromley 10, and Greenwich 10). There was 1 breach in
Lesney ward (Bexley) due to staff not following process. A referral was not made by the ward to HTT

for a 48hr follow-up.
3. Trust CQUIN Update – Quarter 3, 2015/16
A summary of our CQUIN performance is shown below; the Quarter 3 CQUIN dashboard provides
further detail and is enclosed.
CQUINS

No of
Quality
Indicators

Progress against Quality Indicator
Goals
Quarter 2 2015/16 position

Bromley CCG Mental Health & LD

10

8 Achieved
2 amber status
• Mental health assessments in A&E
• Mental health assessments on
medical and surgical wards

Greenwich & Bexley CCG – Mental
Health & LD
Forensic NHSE

4

Early Years – NHSE

4
1

Total

19

4 Achieved

Achieved
Achieved

Based on our review of performance, Oxleas has achieved all its milestones set by the CCGs and
NHS England for Quarter 3. This is a financial incentive of £617,817 however this is subject to
Commissioner review and agreement. The next Quality Review meeting with the CCGs is scheduled
for the 4th of February 2016.
3.1 Bromley CCG Amber indicators
There are 2 indicators that have been rated amber until CCG confirmation of achievement:
• Mental health assessments in A&E - 84% to a target of 95% initiated within 2 hours of referral
• Mental health assessments on wards – 99% to a target of 100% completed within 72 hours of
referral
A clause had been agreed in the 2015-16 CQUIN contract that these indicators can only be achieved
with the provision of additional winter pressures funding and Oxleas should not be penalised if this
funding is not made available. This funding has not been provided to ensure staffing levels to meet
the targets set; hence Oxleas should be awarded full CQUIN payment for Quarter 3. This has been
confirmed verbally and we await formal confirmation in writing.
3.2 Update on NHS England Physical Health CQUIN
We have now submitted our validated data to the National Team for the CQUIN audit. Our internal
audit shows that we are non-compliant with 7 out of 100 patients where Cardio-metabolic
assessments or interventions have not been completed, making us 93% compliant against a target
of 90%. This position is yet to be confirmed by the Royal College of Psychiatry.
3.3 2016/17 CQUIN Proposals
Bromley CCG have put forward their initial intentions for the 2016/17 CQUIN contract. The
proposed CQUIN high level areas are:

1. Integrated care co-ordination/case management of patients and support for carers (Elderly
frail pathway, improving patient transition between providers, supporting carers and
preventing breakdown)
2. Prevention and Health Promotion – Making every contact count (Provider organisational
development, staff health & wellbeing, patient health & wellbeing)
A CQUIN provider event has been planned for February 2016.
We are yet to have discussions with Bexley and Greenwich CCGs.
4. Compliance and Regulatory Update
Regulatory Update
The CQC Project Group last met on the 12th of January. The main focus was on our 100 day plan
countdown to the CQC inspection. We also reviewed the Trust CQC communication plan, our
identified high risks and the mitigation plans to ensure we are ready.
Mental Health Act Visits
Since the last report, Avery Ward was inspected by the Mental Health Act visitor on the 19th of
January 2016. An inspection report was received by the Trust on the 28th of January 2016.
Key areas identified during the visit for action planning are:
• Ensure all patients are given a copy of their care plan (some patients interviewed were not sure
if they had a care plan)
• Ensure that the views of patients are sought and fully recorded in their care plan
• Ensure that discussion of rights are completed and recorded with all detained patients in a
timely manner
• Repeat discussion of rights with patients in a timely manner when necessary.
• Ensure all detention papers are available for scrutiny and legal status of all patients is
communicated to all members of staff
5. Patient Safety Update – Jane Wells
The Patient Safety update is attached.
6. Clinical Effectiveness Report
1) Clinical Audit
a) A summary of the main findings of prescribing of antipsychotics in people with a learning
disability audit was presented.
The Winterbourne View report raised concerns about the widespread off-label use of antipsychotic
medication in people with learning disabilities, and this national Prescribing Observatory for Mental
Health (POMH) audit focused on the quality of antipsychotic prescribing in people with learning
disabilities.
Audit standard
• The indication for treatment with antipsychotic medication should be documented in the
clinical records.
• The continuing need for antipsychotic medication should be reviewed at least once a year.

•

Side effects of antipsychotic medication should be reviewed at least once a year. This review
should include assessment for the presence of extrapyramidal side effects (EPS), and
screening for the 4 aspects of the metabolic syndrome: obesity, hypertension, impaired
glucose tolerance and dyslipidaemia.

Key data and demographics
54 Trusts submitted data. This equates to 338 clinical teams, with 5654 adult patients with a
learning disability. The Oxleas sample of 226 had 63 who were prescribed an antipsychotic drug.
• Over 50% were male (61%).
• The mean age in years was (41.2).
• A large proportion was of white/white British ethnic origin (81%)
• 53% had a mild/borderline learning disability, 27% moderate and 20% had severe/profound
learning disability.
Other audit data collected was;
• The dose of each oral/short-acting IM and depot/long-acting antipsychotic currently
prescribed.
• The main indications for antipsychotic prescribing.
• Other medications for mental health, behavioural problems or epilepsy.
• Evidence of side effect monitoring.
• Co-morbid psychiatric diagnoses
• Care setting
• Diagnosis of epilepsy,
What we did well
The overall prevalence of antipsychotic prescribing in Oxleas services was lower than in any other
Trust nationally, and the clinical indications for such prescribing were consistent with NICE
recommendations. There was a clearly documented indication for prescribing an antipsychotic in
the majority of cases, and evidence of regular review.
88% had reasons for prescribing antipsychotic medication documented in clinical records. This was
a small sample of 8 Oxleas service users and the 12% was one patient who was placed out of
borough but remained on the team’s caseload. The prescription was known to the team but the detailed
rationale was not documented in Oxleas clinical records.

Practice in Oxleas was similar to the national average with respect to screening for metabolic side
effects, and better than the national average with respect to measuring body weight and Body Mass
Index (BMI).
What we did not do so well
With respect to assessment of side effects, Oxleas fared well in relative terms (compared with other
Trusts) but there were gaps between the audit standards and clinical practice. This is an area for
improvement.
There are practical barriers associated with phlebotomy in the Greenwich Learning disability team
and interface issues with the pathology system in both Bexley and Greenwich. These relate to easy
access to a clinical room and systems for obtaining blood results. Action plans focus on these areas.
b) KPMG Internal Audit
KPMG, our internal auditors carried out a review of Oxleas Clinical Audit Processes during the

months of September and October 2015. The auditors reviewed the Trust’s programme of clinical
audit planning, reporting, policy and strategy and gave a significant assurance rating with minor
improvements. This is an improvement in comparison to the Deloitte 2013 findings which gave a
limited assurance.
Two areas have been identified for development and an action plan has been agreed with the
auditors.
- The Trust would benefit from incorporating stronger assurances over the completion of high
priority recommendations, for example through evidence of resolution or implementation
where possible.
- The Trust could benefit from using the Datix system for all audits, that is trust (Priority A)
and directorate (priority B) audits.
In addressing the first recommendation, it was agreed that directorate level audits must be
reported and presented to the local Clinical Effectiveness Group meetings within six months of the
year end. This will be part of the new policy and will be included on the intranet once completed.
In relation to the second recommendation, the tracking of directorate level audits on Datix started
and all current audits have been uploaded.
2) Care planning and Engagement
The Strategic Care Planning Group met on 20 November 2015.
The care planning audit data has been collected and the results are being analysed for most of the
directorates except Adult Mental Health, whose audit will begin on 11 January 2016.
Care planning champions are to be identified on wards that have had CQC Mental Health Act visits
and action plans raised around care planning. Their focus will be to embed learning and support and
enhance a change of culture in relation to care planning.
Enhancing integrated care planning
The Oxleas RiO Project Manager gave a demonstration of the Oxleas RiO integrated system. It was
agreed at the last Trust wide Clinical Effectiveness Group that this would be called “My Care Plan”,
and will be introduced from May 2016. All existing care plans will become read only while staff
begin to utilise the new integrated care plan. This will run for a year, present care plans will be
closed by March 2017 and the integrated care plans will be used.
Workshops will be held to familiarise staff with the new system and will also incorporate hyperlinks
to documents.
3) Positive Practice Prompts (PPPs)
The project will continue until March 2016. Since the last update in October 2015, the number of
completed positive practice prompts has increased.
Forensic & Prison Services – all but one completed. Waiting for guidance to be published.
Older People Mental Health – all but one completed
Adult Mental Health – all completed
Adult Community Services – mostly completed
Adult Learning Disabilities – all but one have been completed
Children & Young People – all that had not started in October have commenced and are in draft

form.
Implementation
Each directorate will commence once the full complement of prompts have been finalised. Forensic
and Prison and adult mental health services have begun disseminating and implementing their
positive practice prompts. Clinicians have been sent the relevant positive practice prompts by the
clinical leads in each directorate and they have started being used in services. Positive Practice
Prompts have been launched at various events and meetings.
Audit tools will be designed for each positive practice prompt so teams and services can locally
audit practice.
Next Steps
• The finalised positive practice prompts have been published on the Ox website and NICE
Cabinet. These have also been included on the Knowledge Services page.
• Directorates have been asked to ensure that positive practice prompts are discussed at local
Clinical Effectiveness Group meetings.
4) Clinical Outcomes Work stream
At the October 2015 Trust Clinical Effectiveness Group meeting, it was agreed that the November
Quality Committee would have a focus on clinical outcomes where directorates would share their
progress.
a) Children and young people’s services
Development of CAMHS reporting is well established, principally achieved through
investment from and into the national children and young people’s improving access to
psychological therapies (IAPT) programme. The recent additional resource data is currently
entered into a separate database and the data manager has enabled extraction of goal
based outcomes and Strengths and Difficulties Questionnaire (SDQ) reporting in all 3
boroughs, and Commission for Health Improvement Evaluation of Service Questionnaire
(CHI-ESQ) quantitative data for Greenwich. Universal coverage through health visiting is an
area of development. A public health measure is now being implemented aiming for 100%
coverage.
In Children’s Physiotherapy and Occupational Therapy there is a standard in place where
every child has a standardised assessment performed at their first appointment, a patient
centred care plan developed and an outcome measure used. This is then re-assessed
following a block of intervention and shared with the family.
From March 2015, all Health Visitors use the Ages & Stages Questionnaires, third edition
(ASQ-3) as part of Healthy Child Programme reviews at age 2 mandated by NHS England.
Future improvements include increasing data completion and improved reports and analysis
through use of the Data Manager post.
b) Adult Mental Health services
There are plans to roll out the advanced progress from the pilot site in Bexley to all crisis
teams, one inpatient ward in Bexley and to Bexley Adapt. Next steps include giving attention
to linking outcomes with co-designed care plans.
c) Learning disabilities services

There are four core outcomes for face-to-face work with people with mild learning
disabilities. HoNOS LD is the outcome measure used to record ‘time 1’ and ‘time 2’
measurements to determine change, usually six 6 monthly.
Speech & Language Therapy Outcome Measures (TOMs) aims to provide a holistic measure
of service user functioning and wellbeing. Outcomes for 10 service users showed
improvement in participation and activity pre- and post-intervention.
A pilot of the Health Equality Framework outcome measure in the three community learning
disability teams and Atlas House will end on 31 March 2016.
The Quality Outcome Measure for Individuals with Dementia (QOMID) is being piloted in the
three community learning disability teams for people who have dementia.
Progress is being reported though a number of methods.
d) Older People’s services
Next steps from the previous year have been implemented. Following the pilot project,
further gradual roll out to teams is planned. There were some synchronisation issues that
have now been resolved.
There are issues about treating people whose condition will naturally get worse where this
means the HoNOS score will automatically get worse. There is on-going work to identify the
validity of HoNOS against changes in mental state or circumstances.
e) Forensic
HoNOS has been used for many years in the Bracton but it has its limitations with the client
group. Two other tools have been agreed, Locus of Control questionnaire and CORE-10.
These outcome measures will be rolled out through iPads.
f) Adult Community services
Adult community services uses two main outcome measures;
• EQ-5D-5L is applicable to a wide range of health conditions and treatments, and is
primarily designed for self-completion by respondents.
• PHQ-9 is a multipurpose instrument for screening, diagnosing, monitoring, and
measuring the severity of depression for at-risk groups e.g. those with long term
conditions.
The PHQ-9 was felt to be more of a screening tool, than an outcome measure.
In terms of next steps, pilots will begin with teams that have a defined entrance and exit (to
enhance data collection), using the EQ-5D-5L measure. Results from these pilots will
influence its continued use as there is a licence attached to it.
The last meeting of the Clinical Outcomes Group was on 8 January 2016. The informatics team has a
project management structure to support work on clinical outcomes. Regular meetings have been
set up to support the seven work streams (Five directorates with learning disabilities, CAMHS and
community children’s services as separate work streams).
To simplify the process, it was agreed that measurement would be at the start and end of an
episode of care.
It was established that data collection had begun in forensic and older people’s services, and that

reporting had been set up.
5) Policies
The complimentary therapies policy was ratified at the October meeting and the consent to
examination or treatment policy was ratified on 18 December 2015.

Recommendations
For the Board of Directors to note

MH & LD SERVICES CQUIN DASHBOARD - 2015/16
Target Achieved
1-9% Below Target
10% or More Below Target

Quality Goal

Indicator
Code

To increase the number of Mental Health
assessments initiated in the Emergency
85% of assessments initiated
Department within 2 hours of referral to the
mental health liaison team.

1b

Exception report and breach analysis of
any individuals whose assessment was not
initiated within 2 hours of referral, and any
individuals identified as PRUH 4 hour
breaches

Bromley CQUINs

2

3a

To improve the responsiveness of the
liaison function to referrals received for
people from the general wards at the
PRUH

To ensure provision of rolling programme
of dementia assessments to care homes

Increasing Dementia
Identification in Bromley
Care Homes

NATIONAL CQUINS

BBG CQUINs

Improving Access to Mental
Health Assessments within
48 hours

Target Q3

90% of assessments initiated

95% of assessments initiated

Monthly exception report and breach analysis
where assessment has not been provided
within 2 hours and any individuals classified
by the PRUHas
‘waiting for specialist opinion – mental
health’’

Monthly exception report and breach
analysis where assessment has not been
provided within 2 hours and any individuals
classified by the PRUHas
‘waiting for specialist opinion – mental
health’’

Monthly exception report and
breach analysis where assessment
has not been provided within 2
hours and any individuals classified
by the PRUHas
‘waiting for specialist opinion –

80% to be assessed within 48 hours of
referrral

80% to be assessed within 48 hours of
referrral

80% to be assessed within 48
hours of referrral

100% of referrals to be assessed within 72
hours

100% of referrals to be assessed within 72 100% of referrals to be assessed
hours
within 72 hours

Identified number of care homes visited per
quarter (average of 11-12)

Identified number of care homes
Identified number of care homes visited per
visited per quarter (average of 11quarter (average of 11-12)
12)

Data to be provided on assessments and
diagnosis

Data to be provided on assessments and
diagnosis

Number of new dementia diagnosis letters
sent to GPs

Number of new dementia diagnosis letters
sent to GPs

To provide dementia diagnosis outcome
letters to GPs

4a

Undertake 45 GP practice visits to assess Quarterly Report with number of practices
primary care support and development
visited, with associated summary action plans No set milestone
needs in relation to mental health services. by practice.

4b

48 hour assessments - This is still under
No Q1/Q2 milestone
development

Improving Physical Health:
Weight Management and
Substance Misuse

Communication with General
Practitioners for patients
who are on CPA

Target Q2

3b

5a

Cardiometabolic assessment
and intervention for patients
with schizophrenia

Target Q1

1a
Improving Responsiveness
of Psychiatric Liaison
Services (Emergency
Department)

Ensuring timely mental
health assessments for
people on medical and
surgical wards

Full description

No set milestone

Patients identified with a Body Mass Index
Care plan template for physical health weight
(BMI) above the recommended levels to
management to be developed for
30% to have a care plan
have an individualised physical health
implementation
(weight management) plan to help improve
their physical health

5b

Patients assessed and identified with
alcohol/substance misuse to receive
support, advice and guidance from the
clinical team and the intervention to be
recorded in the care plan.

6a

To demonstrate full implementation of for
Physical health Implementation plan in place
assessing, documenting and acting on
with Board sign-up, identified clinical
cardio metabolic risk factors in inpatients
leadership and agreed training plan
with psychoses and community patients in
Early Intervention psychosis teams.

No set milestone

6b

Undertake a local audit of communications
to GP to asess that 90% CPA patients in
sample have an up to date care plan and no Quarter 1 milestone
discharge summary has been shared with
GPs

Undertake audit (90% compliance)

Care plan template for physical health
(alcohol and substance use) to be developed 30% to have a care plan
for implementation

Data to be provided on
assessments and diagnosis

Quarter 1 Position - June 2015

Quarter 1 targets achieved
Q1 Average - 88%

Exception report has been provided

96% completed within 48 hrs
100% within 72 hrs

9/45 nursing care homes visited
with 15 patients identified with a
new dementia diagnosis

Quarter 2 Position - Sept 2015

Quarter 2 targets achieved
Average - 90%

Q2

Monthly internal exception reports
have been provided

45 GP visits completed

Comments

Quarter 3 targets not achieved in the
absence of continued winter pressures
funding. Q3 Average - 84%

Bromley CCG have verbally agreed
that set targets do not apply in the
absence of winter pressures funding.
Indicator rated amber until we have
formal confirmation

Monthly internal exception reports have
been provided

The PRUH have been unable to
provide Oxleas with the required
information. This has been escalated
to the CCG

Quarter 3 targets not achieved in the
Quarter 2 targets achieved - on
absence of continued winter pressures
average 97% completed within 48
funding. Q3 Average - 95% completed
hrs and 100% completed within 72
within 48 hrs and 99% completed within 72
hrs
hrs

41/45 care homes visited with 89
patients identified with a new
dementia diagnosis. Data available
for assessments and diagnosis

19 dementia diagnosis letters sent 89 dementia diagnosis letters sent
to GPs
to GPs

6 GP practice visits have been
attended as scheduled, each with
associated summary and action
plan

Quarter 3 Position - Dec 2015

Indicator rated amber until we have
formal confirmation from Bromley
CCG that set targets do not apply
without winter pressures funding

43/45 care homes visited with 100 patients
There are 2 care homes that are
identified wih a new dementia diagnosis.
being queried if required to be visited
Second visits on-going to care homes to
for the purpose of this CQUIN
assess new residents. Data available for
(Springfield & St Cecilia's)
assessments and diagnosis.

100 dementia diagnosis letters sent to
GPs

More letters have been sent to GPs
for other reasons but including new
dememtia diagnosis

34 GP practice visits were completed by
Bromley CCG have provided written
23 (51%) GP practice visits have end of December 2015. 11 practices were
confirmation of our achievement of
visited as scheduled, each with
unable to accommodate our visit. Actions
this CQUIN and evidence of actions
associated summary and action plan agreed during the visits are being followed
are to be provided
up

CQUIN removed from 2015-16
scheme

60% to have a care plan

60% to have a care plan

Clinical staff training plan and
electonic recording of outcomes
fully implemented

No set milestone

56% (88/157) have a weight
73% (135/186) have a weight
Care plan category dropdowns
management care plan for high BMI
Teams to achieve 90% by Q4 end
management care plan for high BMI (>25)
added to problems/needs list on
(>25)
RiO. Clinicians to select appropriate
interventions and personalise
according to the patient's needs and
goals. Implementation guidance
96% (25/26) have a Drug and
86% (25/29) have a Drug and Alcohol
circulated to all teams.
Alcohol Care Plan for drug and/or
Care Plan for drug and/or problematic
Teams to achieve 90% by Q4 end
problematic alcohol use
alcohol use

Implentation plan in place overseen
by monthly Physical Health Steering
group chaired by the Medical
Director

No set milestone for Quarter 2

95% (100/105) of CPA review letters
and discharge care plans met the
standard

Training develivered to all teams on
cardiometabolic risk factors and
documentation of screening and
interventions. MEWS refresher training
delivered, physical health wellbeing
booklet distributed to all teams

All EI and Inpatient teams have
received training on assessment and
documentation of cardio metabolic
risk factors. Further training on
interventions is being rolled out.
Inpatient sample for national audit has
been agreed.

Forensic CQUIN Dashboard 2015/16
Description

Detail

Q3 CQUIN milestone

Clinical staff training plan fully
implemented (assessed locally by
MH11: Improving physical
To demonstrate full implementation of appropriate
commissioners)
healthcare to reduce
processes for assessing, documenting and acting on
premature mortality in
cardio metabolic risk factors in inpatients with psychoses.
Electronic recording of outcomes fully
people with SMI
implemented

Q3 local progress
Training has been delivered to staff in line with the trust wide programme. In
addition, the Physical Health nurse has provided targeted training where
required, particularly in the use of new blood testing equipment.
Guidance and an audit to check compliance of electronic recording of outcomes
has been fully implemented. iFOx tasklist is also used to monitor compliance of
electronic recording.
RCP audit sample included 28 low/medium secure cases.
100% are fully compliant with the requirements.

“The provision of an active engagement programme to
involve all secure service users in a process of
MH1: Secure service users collaborative risk assessment and management.”
No milestone set.
active engagement
Following on from the 14/15 CQUIN educational package
programme
developed and rolled out by psychology to all service
users and staff.

There had been a slight delay in starting the new groups due to a change in
Assistant Psychologists, however the groups are scheduled to be run in January.
Service user facilitators have been identified and trained for each ward.

Building on carer involvement strategies developed
during 2014/15 by evaluating the effectiveness of these
No milestone set.
strategies and further develop ways to involve carers at a
local and regional level.

The strategy has continued to be followed with a number of carers recently
attending the Christmas fayre. There is more confidence to invite
carers/support network to other events. Hazelwood invited families to join their
Christmas party which was positively recevied and allowed families to get a
better feel of the ward environment.

Stream 1: Attainment of total smoking prohibition across
No milestone set.
all hospital grounds and buildings. (20%)

Milestone already achieved.

MH8: Supporting carer
involvement in mental
health

MH2: Supporting service
Stream 2: Adherence to NICE PH48 for interventions
users in secure services to
whilst in secure services. (40%)
stop smoking

No milestone set.

Stream 3: Supporting continued cessation while on leave
No milestone set.
from the hospital and following discharge/transfer. (40%)

Audit action plan to be developed but not required until Q4.

No action required.

Patient Safety Report – Jane Wells
Incidents
Level 1 to 3 incidents analysis
April to December 2015
This report covers level 1 to 3 incidents reported between 1 April 2015 and 31 December 2015 as
at 4 January 2016. The report covers all incidents, i.e. patient, staff, fire and security.
Incident reporting trend
For the year 2015/16, 8559 a total of level 1 to 3 incidents have been reported, compared to 8265
for the same period 2014/15 and 7479 for the same period 2013/14. The graph below depicts
that as a trust we have increased on our reporting over the years.

The in-patient crisis and rehabilitation sub-directorate, Adult Community and Forensic and Prison
Service remain the highest reporters.

Adult Mental Health and Learning Disability
Services
Adult Community Health Services
Children and Young People
Older People's Mental Health
Forensic and Prison Services
Corporate Services
Total

Level 1

Level 2

Level 3

Total

1736

979

594

3309

482

938

399

1819

269

139

53

461

388

284

176

848

1364

478

192

2034

58

24

6

88

4297

2842

1420

8559

1

Outcome (Results) of incidents by severity level
The majority of incidents result in no harm but this varies across each directorate.

There were 4 serious incidents in December 2015
Mortality surveillance
The Southern Health Inquiry has been reviewed and we are conducting a self-assessment against
the recommendations and collating 12 months of mortality data to submit to NHSE for
benchmarking. A mortality surveillance group has been established commencing in February
which will report to the quality committee.

Mental Health Legislation
1.

Mental Health Legislation
In December 2015 there were 150 new sections. Year to date there have been 1441 new
sections, compared to 1243 for the same period last year. Explanation of rights at the start of
detention (s132) was recorded for 95% of patients. For 133 patients the information was
recorded correctly, nine patients had the information recorded elsewhere in RiO. An
authorisation for treatment under the MHA (s58) was in place for 100% of patients. There
were no sections that expired this month and no sections declared invalid.

Number of new sections (rolling 12 month comparison)
Month

April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

March

Total

2015/16

150

162

161

171

159

160

158

170

150

2014/15

128

103

132

158

136

166

158

127

135

168

128

125

1664

2013/14

113

137

124

160

121

125

130

107

122

157

97

129

1522

2012/13

107

118

102

101

127

129

115

130

114

113

123

119

1398

Jan

1441

Section 132 compliance (rolling 12 month comparison)
s132 compliance– month on month comparison
Month

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Feb

Mar

Total

required

150

162

161

171

159

160

158

170

150

1441

present

146

159

159

164

155

157

151

166

142

1399

%

97%

98%

99%

96%

97%

98%

96%

98%

95%

97%

Section 58 compliance (rolling 12 month comparison)
s58 compliance– month on month comparison
Month

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

required

15

7

15

15

15

10

13

13

12

115

present

13

7

15

11

15

10

11

13

12

107

87%

100%

100%

73%

100%

100%

85%

100%

100%

91%

%

Jan

Feb

Mar

Total

Use of section 136
No of s136 place of safety – month on month comparison
Month

April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

March

Total

2015/16

35

39

41

40

39

43

52

43

36

2014/15

26

23

32

32

31

43

50

42

34

42

26

25

406

2013/14

22

37

38

34

27

23

38

18

30

27

18

32

344

2012/13

22

24

23

18

23

21

22

21

16

26

15

21

252

368

Of the new sections this month, 36 were s136. Year to date, there have been 368 new sections
compared to 313 for the same period last year.

Infection Prevention and Control
Outbreaks
There was an outbreak of Norovirus on Greenwich Intermediate Care Unit in December 2015. In
total 13 patients and 14 staff members were affected and the unit was closed to admissions for 10
days. Zero cases of MRSA, MSSA or E. Coli bacteraemia, zero cases of C. diff

Influenza
The Oxleas 2015-2016 Flu campaign ran from 1st October until mid-January 2016.
Total figures for the campaign were:
•
•
•
•

31.49% of substantive clinical staff were immunised.
There was an 11% increase on the 2014-2015 campaign with a 3% increase in the
substantive workforce
The flu planning group met at the end of January to review campaign and take
forward into the 2016-2017 flu season planning that will begin July 2016
The campaign was led and delivered by the nursing directorate with a total cost of
£2,370

Safe staffing
There is a workforce subcommittee regarding recruitment and retention of nurses. The Trust
currently has a large scale recruitment campaign for nurses. There was a successful recruitment
campaign for nurses in Adult Mental Health Services in late 2015. The Forensic Directorate has
successfully recruited to a new Forensic Nurse rotation scheme starting in Spring 2016. The
Trust’s latest recruitment campaign has used a generic band 5 nurse job description and there is
now a generic band 5 competency test.
There is regular reporting to the board regarding safe staffing. The reports include UNIFY data,
including average fill rates, triangulated with a regular audit of mental health wards’ staff and
patients (“How safe do you feel”). In January 2016, there was an unannounced audit of patients
and staff in mental health, intermediate care, forensic and older adults wards (n=101). We are
planning to start using valid tools for measuring safe staffing (Hurst Tools). These tools have been
developed by Keith Hurst, who is internationally recognised as having expertise in this area. The
tools allow us to benchmark ourselves against data from 132 wards that are seen as delivering
quality care. We are undertaking training and planning to commission Keith Hurst to provide
independent analysis of some of our wards. Initially we will ask for three adult mental health
wards to be analysed. This work can include the additional staff who work on wards.

Sign up to safety
The key areas to highlight are the launch of the Safer Use of Medicines Group and report on
progress in prevention, detection and management of pressure ulcers (report attached).
Embedding Learning Events
• 15 January 2016 Drug and Alcohol Embedding Learning Event was well attended and the
event was filmed for wider dissemination. As a result of the event commitment was made
by participants to establish a stronger network and community of practice locally.
• 20 January 2016 Board Inquiry Reflective Practice
A group has been established to review the embedding of learning within teams and services and
provide assurance of the breadth and depth in each directorate. Each directorate will be reviewed
monthly.

Pressure Ulcers – detection and processes for prevention
Introduction
Pressure ulcers are caused when an area of skin and the tissues below are damaged as a result of
being placed under pressure sufficient to impair its blood supply. Typically they occur in a person
confined to bed or a chair by an illness and as a result they are sometimes referred to as
'bedsores', or 'pressure sores'.
All patients are potentially at risk of developing a pressure ulcer. However, they are more likely to
occur in people who are seriously ill, have a neurological condition, impaired mobility, impaired
nutrition, or poor posture or a deformity. Also, the use of equipment such as seating or beds which
are not specifically designed to provide pressure relief can cause pressure ulcers. As pressure
ulcers can arise in a number of ways, interventions for prevention and treatment need to be
applicable across a wide range of settings including community and secondary care.
Pressure ulcers are often preventable and their prevention is included in domain 5 of the
Department of Health's NHS Outcomes framework 2014/15. Recommendations for prevention
include methods for identification and risk assessment and the preventive measures that should be
applied. Treatment of pressure ulcers includes recommendations on wound care, adjunctive
therapies and support surfaces.
Grades of pressure ulcer
Grade 1

Grade 2

Grade 3

Grade 4

Intact skin with nonblanchable redness of a
localized area usually
over a bony
prominence.

Partial thickness loss
of dermis presenting
as a shallow open
ulcer with a red
pink wound bed,
without slough.

Full thickness tissue
loss. Subcutaneous
fat may be visible
but bone, tendon or
muscles are not
exposed. Slough
may be present but
does not obscure
the depth of tissue
loss.

Full thickness tissue
loss with exposed
bone, tendon or
muscle. Slough or
eschar may be
present.

Reporting of pressure ulcers
NICE (2014) recommends that all pressure ulcers grade 2 and above be reported as a clinical
incident. Oxleas NHS Foundation Trust requires all new pressure ulcers (acquired in and outside of
Oxleas care) grade 2 and above to be reported as a clinical incident on the Datix system.
Pressure ulcers are categorised as being acquired:
• outside Oxleas care e.g. Referred from hospital with a pressure ulcer
• in Oxleas care – previously known to service e.g. the pressure ulcer developed while under
the care of an Oxleas team
• in Oxleas care - not previously known to service i.e. those patients who are referred to
Oxleas who already have a PU
Incidents are systematically reviewed by the handler, investigated, patient safety assured and an
action plan to prevent a further incident implemented. The actions are allocated to the appropriate
person for embedding into practice and evidence is uploaded on to the Datix system.

Oxleas NHS Foundation Trust requires a report to be completed within 72hrs of a pressure ulcer/s
clinical incident grade 3 and above and up-loaded onto the Datix system
A Root Cause Analysis (RCA) is completed for all grade 3 and 4 pressure ulcers acquired in Oxleas
Care within 28 days of the incident being reported and discussed at the monthly Pressure Ulcer
Panel
The monthly Pressure Ulcer Panel is chaired by ACS Head of Nursing with Head of Woundcare,
Continence and Diabetes as deputy. There is representation from Greenwich and Bexley CCG,
Tissue Viability Teams, Head of Podiatry, Safeguarding Leads and the presenting
nurses/podiatrists.
An avoidable / unavoidable decision is made following the RCA presentation at Panel.
Avoidable Pressure Ulcer: the person receiving care developed a pressure ulcer and the
provider of care did not do one of the following: evaluate the person’s clinical condition and
pressure ulcer risk factors; plan and implement interventions that are consistent with the
persons needs and goals, and recognised standards of practice; monitor and evaluate the
impact of the interventions; or revise the interventions as appropriate.
Unavoidable Pressure Ulcer: the person receiving care developed a pressure ulcer even
though the provider of the care had evaluated the person’s clinical condition and pressure
ulcer risk factors; planned and implemented interventions that are consistent with the
persons needs and goals; and recognised standards of practice; monitored and evaluated
the impact of the interventions; and revised the approaches as appropriate; or the
individual person refused to adhere to prevention strategies in spite of education of the
consequences of non-adherence
All pressure ulcers grade 3 and 4 which have been identified as ‘avoidable’, are reported on to
StEIS and categorised as a serious incident. RCAs should be seen as an opportunity to identify the
‘root cause’ of the problem, share positive experiences, eradicate poor practices and establish
standardised, best practice approaches to pressure ulcer prevention and management.
The ‘Duty of Candour’ www.nhsla.com/ imposes a legal duty to inform patients and families when
we have made a mistake in their care that could have caused harm. All staff are responsible to
inform patients and families of any pressure damage that could have been deemed avoidable and
recorded in both patient notes and RCA document
Root Cause Analysis Themes and Learning
Clinical issues
• All assessments to be completed on time, reviewed and updated as per Trust policy. Leads for
the D/N forum are ensuring that this process is followed
• Poor observation and assessment of patients’ health, lack of recognition that a decline in health
leads to an increased risk of pressure ulcer development – Band 7 DN leads now assessing all
complex patients.
Communication
• All staff now attend lunch time handovers
• Working with RiO to create a hyperlink to care plans from SSKIN bundles documentation on
RiO and develop care plans for prevention and treatment of individualised pressure ulcers.
• Troubleshoot pack developed for out of hours team to aid when equipment is delayed out of
hours.
• All grade three referred pressure ulcers are now escalated to Team Lead when referrals are
received at the Forums.
• Cross organisational working – poor liaison with other disciplines - There are now regular MDT
meetings with GPs and other HCPs, feeding back of this information to patients and carers.
• Photographs on ipads can be uploaded to RiO following new photography guidelines

•

Handover sheets now in use to record summary and prompt a pressure ulcer discussion for
each patient

Documentation
• The pressure ulcer policy has been reviewed and updated
• The current datix fields have been revised and amended.
• New pressure ulcer tool and 72 hour report was ratified at the May 2015 Trust PSG
• Pressure ulcer audit completed and results collated
• TVN team supporting DNs with care plans, risk assessment and grading within the DN Teams
• Poor electronic and hand written patient information/records especially grading, risk
assessment and updating of care plans - Pressure ulcer prevention care plans will be available
to upload from RiO and included in the Pressure Ulcer Policy
• Weekly Waterlow scores recorded if patients refuse equipment
• Pilot in 1 DN team of monthly Waterlow scores for all those on pressure relieving equipment
Training
• Informal and formal training in recognising pressure ulcers of all grades is on-going, ensuring
that service users and carers are educated on prevention of pressure ulcers
• All staff now have the means to differentiate between avoidable and unavoidable pressure
ulcers and record appropriately
Triaging
• End of life patients to be visited on day of referral if at all possible
• Weekly visits by substantive staff if there is a high use of agency staff
Embedding Learning
Learning from incidents and embedding actions has been a priority. The District Nursing Strategy
work, educational events and changes to RIO have been made to action and embed learning.
Actions from complaints have also been discussed at the District Nurse Forums and District Nurse
Managers events
Directorate Pressure Ulcer Prevention Strategy (PUPS) embedded learning events have been held
on the following dates; 17th July 2014, 6th November 2014, 8th July 2015, 19th November 2015.
A further event is to be held on 28th January focusing on a complaint involving a pressure ulcer.
The aims of these events are to develop:
AWARENESS: To increase knowledge of how pressure ulcers occur and good skin care within
Oxleas including a shared understanding across the Trust following Root Cause Analyse and Datix
and the Pressure Ulcer Panel meeting with our colleagues.
ATTITUDES: To start to change attitudes, that being open and honest, duty of candour is the
norm.
ACTIONS: To develop and increase the skills of the health care professional to challenge others
when a pressure ulcers occurs. We all have a role to play in the prevention of pressure ulcers and
the PUPS incentive helps everyone take action to improve the care we deliver'.
PUPs champions have met and committed to the following:
o
o
o
o
o

Promoting PUPS
Increase understanding of preventing pressure ulceration
Building respectful relationships
Facilitation of embedded learning to colleagues
Evaluating the prevention approach

o

Reviewing the process and identifying promising practice to share

Sign Up 2 Safety
• Put safety first
o New Pressure Ulcer Policy ratified by ACS Quality Board December 2015
• Continually learn
o Training provided by Complex Woundcare Teams:
 October: pressure ulcer development and prevention
 November: wound assessment and management
 December: assessing and identifying foot problems
• Share
o Pressure ulcer audit results shared at Quality event
• Collaborate
o Bexley and Greenwich CCG continues to attend the monthly PU panel
o Pressure relief equipment manufacturers attending monthly meetings
o Pressure relief toolkit being developed with Medequip for use in Greenwich
o PUPs champions across the Trust
• Support
o SSKIN care bundle implemented and DNs starting to utilise in progress notes
o Care plans for pressure ulcer management and prevention uploaded to RiO

Month
2015
Jan
Feb
March
April
May
June
July
Aug
Sept
Oct
Nov
Dec
TOTAL

Grade 3
Unavoidable
13
7
4
6
13
7
9
12
9
11
Decisions yet to be
91

Grade 3
Grade 4
Avoidable
Unavoidable
7
1
3
0
1
0
2
0
3
0
2
0
5
0
2
1
2
0
4
2
finalised following Pressure Ulcer panel
31

4

Grade 4
Avoidable
0
0
0
0
0
0
0
0
0
0
0

Avoidable and Unavoidable Pressure Ulcers
There have been no grade 4 avoidable pressure ulcers acquired in Oxleas care for 719 days as at
the end of December 2015. This data will be provided to the Board on a monthly basis.
Deteriorations of pressure ulcers
acquired outside Oxleas
acquired in Oxleas
deteriorated to grade 3
deteriorated to grade 4

401
385
31
1

An unavoidable decision was made on the one deterioration to a grade 4 which was on the
patient’s ear.
Number of Oxleas Grade 2 pressure ulcers per month
Month
2015

Grade 2
Oxleas acquired,
previously
known to
services
29

Deteriorated Grade 2 – 3
Oxleas acquired,
previously known to
services

37

1

33

0

50

2

33

2

24

2

29
38

9
5

36

5

23

4

Dec

49
26

3
4

Total

407

40

Jan
Feb
March
April
May
June
July
Aug
Sept
Oct
Nov

3

Audit
NICE guidance CG179 was audited in March 2015. Below are the recommendations from that audit
and the progress so far. The majority of actions are now complete apart from actions requiring
input to RiO as the RiO merger has delayed this from taking place. Re-audit is to take place on 8th
Feb 2016.

Action Plan Audit 2015
Identified area
Skin assessment
not being
documented

Recommendation
Adopt the use of the
SSKIN care bundle
and raise awareness
amongst community
and mental health
staff
Create a userfriendly tool that is
quick and easy to
complete accurately

Raise awareness
of pressure ulcer
management
and prevention
on mental health
wards

Provide increased
input for the mental
health wards to
provide them with
the skills to
recognise, treat and
prevent pressure
ulcers

Reduce the
number of heel
pressure ulcers

Increase the

Develop specific care
pathways for
patients with heel
pressure ulcers,
10utilizing the skills
of the podiatry team
in prevention
techniques.
Care planning needs

Action
• Develop a tool for
SSKIN data collection
on RiO.
• SU2S pressure ulcer
monthly roadshow to
raise awareness
• Provide nurses with
aide-memoir of SSKIN
care bundle
• Create pressure ulcer
champions and provide
them with tools to raise
awareness
• Documentation audit
following
implementation of new
RiO
• Use of the Ox to
communicate with
whole Trust
• Advertise TV training
more widely (currently
available to all via
Learning pages)
• Encourage attendance
of mental health staff
at TV training
• Creation and
development of
pressure ulcer
champions within SU2S
pressure ulcers
workstream.
• Shadowing of mental
health nurses with
physical health
colleagues and viceversa
• ?Creation of TVN
specifically for mental
health – invest to save
proposal
• Benchmark the number
of heel pressure ulcers
using incident reports
• Create care pathway
for heel pressure ulcers
• Circulate and highlight
new pathway
• Ensure off-loading
equipment is readily
available for use
• Develop care plans for

Progress
• SSKIN tool circulated and
currently working with RiO
to improve method of
collection of data
• SU2S meetings continue now quarterly
• HCPs provided with SSKIN
card as aide-memoire
• PUPs champions in place,
agreed responsibilities and
attending meetings
• Working with RiO to
achieve this
• SU2S Pressure ulcer
intranet site and forum
now available – further
information to be added

•
•
•
•
•

•

•
•
•

TV training is available to
all via Fish and links from
intranet
Mental health staff
attended TV training in
2015
PUPs champions in place,
agreed responsibilities and
attending meetings
This has not occurred as
yet – working with Mariam
Aligawesa to achieve this
No progress with this as
yet

138 heel pressure ulcers
reported in 2015 – will
compare data at end of
2016
Care pathway for heel
ulcers available and
circulated
Off-loading equipment can
now be ordered directly by
all staff
Care plans developed and

number of
individualized
care plans for
prevention
and/or
treatment of
pressure ulcers

to be improved.

The provision of
written
information is
not being
recorded

Pressure ulcer
leaflets and PUPs
leaflets have been
developed and are
being handed out by
the community and
mental health staff
but this is not being
documented in the
progress notes.
Documentation for
pressure ulcer
reassessment and
dressings used
needs to be
improved

The woundcare
chart / new RiO
wound
assessment form
needs to be
accurately
completed
weekly for
patients with
pressure ulcers

prevention and
treatment of pressure
ulcers which can be
easily individualized
• Create hyperlink to care
plans from SSKIN
documentation on RiO
and make this a
mandatory field
• Ensure leaflets are
easily available
• Add mandatory field to
wound assessment
form on RiO

• New RiO wound
assessment form with
mandatory fields to be
developed

•

•

•

•

contained within PU Policy
– to be uploaded to RiO
library
Not possible to create
hyperlink as yet

PUPs leaflets available to
all staff and currently being
used and issued to all
patients with or at risk of
Pus
Unable to add field to
Wound Assessment form
on Rio – to upload own
Woundcare Chart to RiO
to upload own Woundcare
Chart to RiO

Summary
Pressure ulcer prevention and management remains a high priority within Oxleas NHS Foundation
Trust and the Complex Woundcare Teams across Greenwich and Bexley work hard to ensure that
standards are maintained and the highest quality care is provided for our patients. We have put all
of our work streams around pressure ulceration together under the Sign Up 2 Safety Agenda and
are now attempting to utilise technology effectively to ensure information is shared widely across
the Trust. Reporting of incidents, embedding learning from actions arising from these, training,
audit and sharing of data and good practice ensures that we continue to monitor and maintain our
prolonged period without grade 4 avoidable pressure ulcers.

Board of Directors
4th December 2016

Item
Enclosure
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Agenda item

RS Level 5 Serious Incident Report – Action Plan Update

Item from

Iain Dimond, Director of Adult MH & LD

Attachments

Front sheet only

Summary and Highlights
Following the RS Board Level Inquiry into the incident that occurred in April 2015, the panel made
two recommendations:
1. Every patient found lying on the floor, or in another unusual position – where this is not an
agreed part of their care plan – must be treated as unconscious until proven physically well,
through implementing the emergency basic life support (EBLS) protocol.
2. The trust should review the training for the EBLS protocol and ensure that staff at all times
feel confident and competent carrying out EBLS
A comprehensive plan was developed to put these recommendations into action and this report is a
six month review to confirm that all actions expected to be completed by this point have been
undertaken.
1.
Ward manager to review each staff member via ‘supervision tree’, to ensure they can
conduct a primary assessment of physical state if a patient found collapsed, and describe the steps
in the EBLS algorithm.
•
Supervision template has been revised to include review of EBLS as part of mandatory
training checks. Discussed at Modern matron meetings and cascaded to managers and is now in
use in supervision
•
“Resus” dummies have been issued to inpatient units and physical health leads are providing
refresher training in use
•
Audit of staff completion rates to be undertaken by 29 February 2016
2.
The ward manager will be reassessed on their competence to undertake EBLS on a 6
monthly basis
•
Ward manager completion of EBLS training is monitored as mandatory training on a monthly
basis within directorate performance meeting and arrangements are in place to report to
directorate PSG
3.
Relevant online scenarios used by London Ambulance Service and University of Greenwich
to be shared with teams. Ward managers to ensure they regularly are used in training sessions on

the wards.
•

Staff have access to Lifesaver Film on the Trust Intranet (Ox)

4.

EBLS posters to reinforce the algorithms to be displayed in all units

•
Posters are available in all units and can be viewed and printed by staff as required from
Trust Intranet (Ox)

Recommendations
The Board is asked to note the progress

Board of Directors
4th February 2016
Agenda item
Item from
Attachments

Item
Enclosure
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Annual report on the revalidation of medical doctors (Appraisal
year ended March 2015)
Dr Ify Okocha, Medical Director
Paper on Medical Revalidation with the following enclosures:
Appraiser programmes – for new and experienced appraisers
and minutes of the last bi-annual appraisers’ meeting

Summary and Highlights
The Medical Profession (Responsible Officers) Regulations 2010 (and amended in 2013) requires
designated bodies (that employ doctors such as Oxleas NHSFT) to appoint a responsible officer to
oversee systems for governance and appraisal of doctors to support their revalidation.
As part of the NHS England Framework of Quality Assurance for Responsible Officers and
Revalidation, responsible officers are asked to provide an annual revalidation report to the board
of the designated body, hence this report.
The attached summarises the medical establishment and arrangements for the appraisal of doctors
employed by Oxleas NHS FT. It includes the appraisal and revalidation performance data, the
governance systems in place to support the appraisal of doctors, training of appraisers and quality
assurance of the appraisal process. All Oxleas doctors receive training on appraisal and further
training is provided to those who are appraisers. All appraisers are invited to the biannual meeting
to share experiences and discuss how to further improve doctors’ appraisal. In addition to this
meeting, Dr Okocha and the CNWL lead appraiser chair a pan London meeting twice a year to share
experiences and improve practice.
A further development is that NHS England would like Oxleas to separate the role of Responsible
officer from that of the lead for appraisal and this is in hand.
Changes to risk register

New risks identified

Recommendations
The Board is asked to note the attached report.

Previous
rating

New rating

Rating

Revalidation Report 2014/15 Appraisal Year

Background
Medical Revalidation was launched in 2012 to strengthen the way that doctors are
regulated, with the aim of improving the quality of care provided to patients, improving
patient safety and increasing public trust and confidence.
Organisations have a statutory duty to support their Responsible Officer in discharging
their duties under the Responsible Officer Regulations and it is expected that the board
will oversee compliance by:
•

monitoring the frequency and quality of medical appraisals in their
organisations;

•

checking there are effective systems in place for monitoring the conduct and
performance of their doctors;

•

confirming that feedback from patients is sought periodically so that their views
can inform the appraisal and revalidation process for their doctors; and

•

ensuring that appropriate pre-employment background checks (including preengagement for Locums) are carried out to ensure that medical practitioners
have qualifications and experience appropriate to the work performed.

As at December 31 2015 Oxleas NHS FT employed 185 doctors. 47 of those were doctors
in training who are subject to separate revalidation arrangements, monitored by Health
Education South London (HESL). The trust was responsible for the revalidation of 119
non-training grade doctors (consultants and non-consultants) who had a prescribed
connection with the trust; the remaining 19 were connected to other designated bodies.1
1

The number of doctors connected to a designated body fluctuates with starters, leavers and set eligibility criteria

Governance Arrangements
The Strengthened Appraisal and Revalidation Database (SARD) is the system used for
medical appraisals by the trust. SARD is an intuitive web based electronic platform that
enables doctors’ to compile an online appraisal portfolio, complete their appraisal and is
accessible to appraisee and appraiser alike. Each directorate has an appraisal compliance
dashboard that is available to the lead doctor.
Medical appraisal compliance monitoring aligns with the Trust monitoring process
undertaken by the learning and development team with support from the medical staffing
team.
The medical staffing team are responsible for monitoring compliance with revalidation and
maintaining an accurate list of prescribed connections to the Trust.
1

Policy and Guidance
The Trust has a Medical Appraisal and Revalidation policy and guidance document,
available on the Trust intranet.
Medical Appraisal
The medical appraisal year runs from April to March, the figures below pertain to the
2014/15 appraisal year.
Appraisal and Revalidation Performance Data
•

Number of doctors at 31/03/2015 - 113

•

Total Number of appraisals conducted – 98 (15 completed beyond 28 days)

•

Number of doctors in remediation and disciplinary processes – 0

•

Number of approved missed appraisals – 5 (2 deferred due to maternity leave)

•

Number of unapproved missed appraisals - 2

•

Number of appraisals not due – 8

Missed /Exempt Appraisals
NHS England requires the responsible officer to have oversight of the reasons for missed
or incomplete appraisals. Ill health and extenuating family circumstances were the reasons
given for the appraisals missed in the 2014/15 leave year.
Two exemptions were granted on maternity grounds, these appraisals were deferred to
allow them to take place 6 months after the doctor’s return to work. Two missed
appraisals did not have responsible officer (RO) approval; one was subsequently
completed and the other did not take place as the doctor concerned retired.

Appraisers
There are presently 75 trained appraisers in the Trust, 57 of who are actively appraising.
The Trust commissioned a number of new and experienced appraiser training courses
which ran between November 2014 and June 2015. These were attended by 23 newly
trained appraisers and 35 appraisers who updated their skills (Appendix A & B).
Bi-annual appraiser meetings are held in order to comply with the requirement for medical
appraisers to be supported in their role to calibrate and quality assure their appraisal
practice. These meetings afford appraisers access to medical leadership and support
ensuring that they participate in on-going performance review and development activities,
including peer review and calibration of professional judgements (Appendix C).

2

Quality Assurance
Outline of quality assurance processes:
For the appraisal portfolio:
•

Each doctor has a list of items that colleagues doing similar work have agreed should
be made available and discussed at appraisal. This constitutes the appraisal data set
that they should provide in their SARD portfolio for appraisal

•

Appraisers are responsible for the review of the appraisal folders of each of their
appraisees. This provides assurance that the pre-appraisal declarations and
supporting information provided are appropriate.

•

Appraiser’s should ensure that the written account of the appraisal reflects any key
items identified pre-appraisal as needing discussion.

•

All completed appraisals are reviewed within the medical staffing team to provide
assurance that the appraisal outputs i.e. Personal Development Plan (PDP),
summary of the appraisal and sign offs are completed to an appropriate standard.

For the individual appraiser
•

Appraiser’s are expected to reflect on appropriate continuing professional
development and keep a record of their participation in appraisal support meetings.

•

Doctors receive an automated request to complete a feedback questionnaire about
their appraisal which is used to improve the performance and practice of appraisers.
Fewer than three responses are pooled to form development action points for the
professional development of all appraisers.

For the organisation
•

Audit of appraisal completion by directorate

•

Feedback from doctors about the SARD system and administration is collected and
collated to allow for system review and upgrade.

Access, security and confidentiality
All Patient Identifiable data is removed before documents are uploaded to appraisal
portfolios.
Any identified breaches are immediately addressed through removal of the document
concerned.

3

Clinical Governance
Data used for individual doctors to contribute to supporting information includes:
complaints, serious incidents, sickness absence, performance and data from business
analytics, wherever possible.
Revalidation recommendations to the General Medical Council
Number of recommendations (April 2014 – March 2015) - 13
Recommendations not completed on time - 0
Positive recommendations - 13
Deferrals requests - 6
Non engagement notifications - 0

4

Appendix A

New Appraiser Programme
09:15 Welcome
Introductions and learning objectives. Discussion and review of learning from the online Academy
(slides 1-5)
The appraisal process, the role of the Appraiser and the competency framework (slides 613) Exploring the portfolio of supporting information (slides 14-23)
11:00 – 11:15 Tea/Coffee
Appraisal outputs (Slide 25)
The appraisal discussion – effective interviewing and giving feedback (slides 26-33)
12.45 – 13:15 Lunch
Introduction to trio work and assessment
Appraisal discussions (20 - 30 min interview, 10 min review)
Approx 15:00 – 15:15 Tea/Coffee
Feedback skills
Preparing a SMART PDP (slides 39-42) and a good summary of the appraisal (slides 4344) Review of learning (slides 45-55), and evaluations.
17:00 Finish

5

Appendix B

Experienced Appraiser Programme
09:15 Welcome
Introductions and learning
objectives. Setting Standards for
Oxleas.
Discussion and overview of the Appraisal
Process. Communication Skills for Appraisers
10:30 – 11:00 Tea/Coffee
Appraisal Skills Practice
Supporting Reflective
Practice
The appraisal discussion exploring specific issues.
13.00 – 14:00 Lunch
Developing a SMART and relevant PDP
15:00

–

Tea/Coffee

15:30
Summary

of the appraisal The
SOAD Audit Tool
Review of learning and evaluations.
16:30 Finish
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Appendix C

Bi-annual Medical Appraisers’ Meeting
Minutes
Wednesday 21 October 2015
2.00pm – 5.00pm
The Boardroom at Pinewood House
Attendees:
John Abraham (JA)
Anthony Akenzua (AA)
Ajay Bhatnagar (AB)
Deborah Brooke (DB)
Jane Dickson (JD)
Liam Dodge (LD)
Michael Elueme (ME)
Adjoa Ezekwe (AE)
Ruth Garcia-Rodriguez (RGR)
Naomi Gerson-Sofer (NGS)
Gunnen Ghosh (GG)
Anto Ingrassia (AI)
Sue Jennings (SJ)
Karin Krall (KK)

Item
1.

2.

Geoff Lawrence-Smith (GLS)
Ignatius Loubser (IL)
Ruth McAllister (RM)
Angela Mijovic (AM)
Ehab Morgan (EM)
Buki Ogunde (BIO)
Ify Okocha (IO)
Kiki O'Neill-Byrne (KOB)
Janet Parrott (JP)
Grace Pereira (GP)
Ade Sapara (AS)
Elizabeth Zachariah (EZ)

Apologies for absence
Drs:, Israel Adebekun, Arokia Antonysamy, Owen Box, Rajesh Chaudhary, Rachel
Daly, Abi Fadipe, Kitty Farooq, Yogesh Ganeshalingam, Shahana Hussain, Gary
Inglis, Sarah Ismail, Colm Long, Sarah Maginn, Kemi Mateola, Bridget Robbins,
Anna Saiz, Deji Sorinmade, Phil Steadman, Derek Tracy, Jonathan West and Gloria
Yu.
Minutes of last meeting and matters arising
There were no minutes from the last meeting which was over 18 months ago. This is
the first of the formal Bi-annual Appraisers’ Meeting.

3.

Introduction by Dr Ify Okocha
IO welcomed everyone present, followed by a brief round of introductions by all. He
gave an update on the review of the appraisal dataset used in the Strengthened
Appraisal & Revalidation Database (SARD) developed through a number of trustwide workshops 2 years ago and invited Dr McAllister to present the findings with
the group

4.

Update on the Appraisal Dataset – Dr Ruth McAllister
RM gave an overview of the results of the survey which took place between January
and April 2015. At that time there were 109 doctors who needed appraisals and 26
took part. Feedback was obtained through a series of seminars, email and face to
face interviews. RM thanked all who participated. The focus of the survey was on the
review of the supporting data provided by the Trust.
The Appraisal Dataset was due for review as there were some new disciplines Sexual Health, Community Paediatrics and Geriatrics.
The survey highlighted the need to:
- collect valid data that has a direct bearing on patient safety, patient experience or
7

clinical effectiveness.
- ensure not too much data is collected and not too many variables are used.
- ensure efforts are not duplicated; data already available to the trust should be
used.
Some of the consistent outcomes were that:
-Dataset should be flexible.
- Data to be accessible all year round
-The data is a platform for reflection.
GMC guidance divides the supporting information required into 6 types:
Continuing professional development
Quality Improvement Activity
Significant events
Feedback from colleagues
Feedback from patients
Review of complaints and compliments
In addition to data relating to job plan and scope of work, probity and health.
The survey carried out, showed support for an appraisal dashboard which will be
accessible all year, bringing together information likely to be useful at appraisal such
as:
i) Person’s workload- length of stay, number of new patients etc.
ii) Patient safety - safeguarding alerts, Datix output.
iii) Leadership, quality & competency
iv) Sickness, bank, agency usage by team etc.
v) Quality improvement - provide evidence of progress from previous Quality
Improvement Projects (QIPs).
5.

Discussion and next steps

6.

There followed a discussion about the results of the survey and what the dataset
should include.
Datasets from the survey were circulated.
IO requested that the lead doctor in each directorate work with doctors in their
directorate to refine and agree the data set which should be sent to Karen HarrisonMedical Appraisal and Revalidation Officer, no later than Wednesday 4 November
2015.
Action: All Medical Leads
Quality Improvement Project
IO mentioned that doctors do not often provide QIPs during their appraisal and the
lack of funds was suggested as a likely reason for this. GG noted that some QIPs
might have been completed in the past, but they may not have been presented as
such. The group discussed the need to complete clinical audits ahead of appraisals
and the development of positive practice prompts was though worthwhile as it
should support more audits.
Challenges appraisers face
There was a discussion brought about by the recent re-allocation of appraisers.
Some colleagues raised concerns as they have been allocated senior colleagues to
appraise. It was suggested that mentorship by more experienced appraiser or
training may be required to support less experienced appraisers in their role. IO
suggested that a less experienced appraiser attending an appraisal session
conducted by a more experienced appraise may be beneficial. This will be subject to
consent from appraisee. He clarified that the NHS England guidance on appraisals
states that anyone is able to appraise another, irrespective of grade or experience.
We agreed that the appraisal allocation be reviewed to ensure that appraisers are
8

7.

comfortable with who they have been asked to appraise.
IO asked if attendees at the Edgecumbe appraisal training day found the session
useful – all attendees found the day useful although some felt the session was too
long.
AA mentioned that the role play in enhanced appraisal training was helpful, and he
volunteered to do some role playing to assist less experienced appraisers. He also
mentioned that the appraisal summary write up may be a challenge for a new
appraiser.
BIO explained that as appraisal is a structured process of working systematically
through the portfolio in an objective manner, seniority and experience should not be
a deterrent for any appraiser.
Action BIO to work with KH to review appraiser/appraisee pairings
Meeting appraisal dates and deadlines
Colleagues were asked if they were familiar with the deadlines associated with
appraisals. BIO informed that the appraisal due date is within 12 months from the
last appraisal date and the deadline for sign off is 28 days after the appraisal
meeting. Should this not happen, the appraisal will be recorded as incomplete and
the Trust will be required to report it as non-compliant.
IO asked if a reminder is sent to both appraiser and appraisee notifying of upcoming
appraisal. BIO clarified that the system does not send an alert, but appraiser and
appraisee would need to log into SARD to see when appraisal is due.

8.

MSF/360 process – guidance going forward
A discussion followed regarding whether a 360 should be performed more regularly.
Opinions differed on the frequency of the MSF process. IO advised that if there are
any concerns raised, a 360 may be done more often to feed into the Personal
Development Plan (PDP). It was suggested that a 360 could be done in-house every
2/3 years but IO explained that this could not be supported centrally.
A suggestion was made that an abridged version of the 360 could be conducted,
using colleague and patient feedback.
It was agreed that to avoid patient fatigue, patient feedback collected by teams
should be used.
There was a question on whether patients know when filling the 360 forms that they
are to comment on the doctor and not the service. It was clarified that the questions
are worded clearly that the question is about the doctor.
IO mentioned that 360 should be used to reflect and improve oneself. There was a
vote on whether an interim non-consultant 360 feedback is done, majority voted in
support of this. This idea will to be explored further.
Action BIO and team to establish whether we can adopt an alternative
multisource feedback service to that of the Royal College of Psychiatrists for
this. This can be piloted for a time

9.

Appraisal and revalidation process for agency and locum doctors
BIO gave a presentation about this, highlighting the following:
•

Agency doctors are given an exit form after each placement that summarises
how they did during their work and this will then feed into their appraisal. If
their appraisal falls due within the time they work at Oxleas, an agency’s
9

•

appraisal is to be conducted using the form.
The responsibility lies with the agency doctor to inform their supervisor that
they are due an appraisal;

•

The agency doctor should inform their supervisor if this is their only
placement or if they work elsewhere;
• IO suggested reviewing the employment process of agency doctors so that
we have the previous appraisal summary and PDP conducted at previous
trusts.
Bank only doctors who are employed by the Trust, are the Trust’s responsibility as
such are treated in the same way as substantive staff.
Action: BIO to review the systems for agency doctors to ensure we have their
last appraisal date and PDP
10. NHS England expectations
BIO gave a presentation on NHS England expectations. She informed the group
that all trusts are required to do the following:
-

Are required to report their appraisal figures on a quarterly and annual basis.
Have sufficient numbers of trained appraisers
Have a system for monitoring the fitness to practice of doctors.

Full presentation enclosed

Appraisers' Meeting
slides (21-10-15_2).p

11. Any other business
• The question of whether we should appoint a lead appraiser was raised and
after much discussion, it was agreed we should explore this by seeking an
expression of interest.
Action: Medical Staffing to circulate NHS England JD and all interested
doctors to write to IO
•

BIO informed that other trusts request the completion of a scope of work
declaration form. This will not be introduced at Oxleas NHS Foundation Trust
as the onus is on the appraisee to declare their full scope of work (paid and
unpaid) to ensure that they comply with probity requirements.

•

IO asked that clarification with SARDJV is sought on whether the system
prompts appraises to complete a new Scope of Work section each year or if
this is pulled through from the previous year’s form.
Action: Medical staffing to check with SARDJV

12.

Date of next meeting:
Tuesday 10 May 2016, 14.00 to 17.00
Bracton Reception Conference Room
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Council of Governors update

Item from

Andy Trotter, Chair

Attachments

None

Item
Enclosure
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Summary and Highlights

Since the last board meeting, the following activities have occurred.
Chair meetings
Individual introductory meetings have continued between Andy Trotter and each governor.
Membership Committee meeting
At this meeting, the following topics were discussed:
• Review of December Member health event and plans for similar events in the future
• Plans for the forthcoming members’ focus groups
• Penge Fun Day 12 March – governor and member involvement
• Oxleas Exchange – membership magazine
• Targeting membership recruitment with specific services
Elections
We have several vacancies on our Council of Governors and elections are underway. Voting packs were sent
to all eligible members on 15 January 2016, and the election process will close on 4 February 2016. Results
will be declared on 5 February 2016.
Members’ focus groups
These will take place during this month on the following dates:
Tuesday 2 February 3-5pm Bexley
Wednesday 10 February 6-8pm Greenwich
Monday 22 February 3-5pm Bromley
All members have been invited to take part and so far over 150 people have booked places.

Recommendations
The Board notes the update.

Board of Directors
4th February 2016
Agenda item

NED Report – Board Visits

Item from

Andy Trotter, Chair

Attachments

Front Sheet only

Item
Enclosure
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Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors
4th February 2016

Item 12
Enclosure 11

Agenda item

Risk Committee update

Item from

Ben Travis, Acting Chief Executive

Attachments

Summary Corporate Risk Register and Board Assurance
Framework

Summary:
Corporate Risk Register

The Risk Committee last met on 19 January 2016. Changes were made to one existing risk and one new risk
was identified for escalation to the Corporate Risk Register.
Changes to existing risks
1.5: The National Quality Board has set clear responsibilities for trusts in relation to ensuring safe staffing
levels. There is a risk that by relying on data of average fill rate of planned and actual shift cover for
registered and unregistered staff areas of concern may be masked so we are not always able to identify
areas to focus on
In response to a discussion at the Board of Directors, this risk has been reworded to reflect the challenges of
relying on data presented as an average fill rate. A number of mitigations are in place, taking into account
the recommendations from the audit conducted by KPMG. The Risk Committee also proposed a slight
adjustment to the risk rating, as it was noted that there is no evidence of an impact on the quality of care.
Overall, this remains a moderate risk.
 Consequence reduced from 4 to 3, likelihood increased from 2 to 3, risk rating increased from
moderate (8) to moderate (9)
New risks escalated to the Corporate Risk Register
WF4: Not all staff receive a supervision session at least every six weeks as set out in the trust Supervision
Policy. This may prevent performance issues from being identified and followed up in a timely manner
The Workforce Committee Risk Register includes a moderate risk in related to staff receiving supervision
every six weeks. As this has been identified as a red indicator on the integrated dashboard, it was agreed
that this risk would be increased to a high risk and escalated to the Corporate Risk Register.

Service Directorate Risk Registers

The January meeting received the Risk Registers for Adult Community Health Services and the Finance Risk
Register.
Adult Community Health Services
The report from the Adult Community Health Services Directorate focused on three interlinked significant
risks relating to the recruitment and retention of staff, achieving CREs and managing overspends. There are
plans in place to address identified gaps including a major recruitment campaign, local incentive schemes
for Bank staff and reviewing processes for managing equipment, as this is one of the highest areas of
overspend.

Summary:

Finance Risk Register
The Finance Risk Register includes three high risks relating to achieving CREs, funding from commissioners
and agency staff usage. It was agreed that all three risks should remain at the current rating.
Changes to risk register
1.5: The National Quality Board has set clear responsibilities for trusts in relation
to ensuring safe staffing levels. There is a risk that relying on data of average fill
rate of planned and actual shift cover for registered and unregistered staff that
areas of concern may be masked so we are not always able to identify areas to
focus on

Previous rating
(C x L)

New rating
(C x L)

MOD (8)
(4 x 2)

MOD (9)
(3 x 3)

New risks
WF4: Not all staff receive a supervision session at least every six weeks as set out in the trust
Supervision Policy. This may prevent performance issues from being identified and followed up in a
timely manner

Recommendations

For the Board of Directors to note.

New rating
(C x L)
HIGH (12)
(3 x 4)

Corporate Risk Register and Board Assurance Framework summary - February 2016
High risks
Risk description

Initial rating

acceptance onto
Corporate RR

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
Feb 2016

Owner

Summary mitigations and assurances

Update February 2016

Medical
Director

•

The review of this risk is linked to the results
of the annual care planning audit. The
results of this are due to be presented to the
Clinical Effectiveness Group in February
2016. A detailed update will be reported to
the next meeting.

1 - Enhance quality: offer a guarantee of excellence for every patient
1.3: Care plan interventions for
clients with identified risks are
not always evident. This means
that clinical risks may not always
be managed, impacting on
patient outcomes and safety

HIGH (12)
(4 x 3)
Nov 2012

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)



•
•
•

•
•
•

Care planning transformation manager to support
adoption of best practice pro-forma already used
in Trust and associated guidance. Sharing these
with directorates and teams.
Carry out annual care planning audit to ascertain
compliance.
Regular risk assessment audits carried out across
all directorates.
Smaller sub-group established within the Adult
Mental health directorate to focus on ‘my crisis
plan’ which takes into account service user’s views
in managing risk.
Audit of my crisis plan to be carried out in January
2016
E learning on ‘my crisis plan’ being developed to
inform personalised care planning for identified
medium to high risks.
Delivery of face to face personalised care planning
and risk summary awareness to support effective
care planning for identified risks.

Assurances
The impact of this work will be tested by the Annual
Care Planning Audit. The results will be reported on a
directorate basis as they are completed, with an
overarching report presented to the CEG in March
2016.

Risk description
1.7: If the Trust cannot reduce
the use of temporary staff to fill
recruitment gaps and roster
gaps, there is a risk that this will
impact on quality, safety and
patient experience

Initial rating

acceptance onto
Corporate RR

HIGH (12)
(3 x 4)
July 2015

Previous rating
(C x L)
Jan 2016
HIGH (12)
(3 x 4)

Current rating
(C x L)
Feb 2016
HIGH (12)
(3 x 4)



Owner

Summary mitigations and assurances

Update February 2016

Director of HR
and OD

•

Directorate and Trust oversight of areas with
high agency usage has reduced agency spend
in all cases. Achieved via improved rostering,
recruitment and skill mix reviews

•
•
•

Modern Matrons to be responsible for signing off
rosters and requests for agency staff.
Increased senior management oversight for teams
that have high agency staff usage.
The local induction checklist modified to ensure
that managers are prompted to take action on
poor performance or conduct.
Temporary staff included in supervision
arrangements. Staff on long term placements (ie
more than three months) are treated as
substantive staff and should receive supervision
every six weeks and this is recorded on NHS Learn.

Assurances
Temporary staff usage monitoring - task force set up
to monitor areas of highest spend (see also FN3)

Page 2 of 15

Local Induction checklist issued. Compliance
to be checked via Quality and Governance
CQC ‘mini reviews’
Checks using Oxleas Learning Centre for
compliance for long term placements

Risk description
1.9: If the Trust is unable to
manage in-patient demand
through effective bed
management, admission
avoidance and crisis care, there
is a risk that occupancy will
continue to be above
commissioned bed days. This
most significant impact is on
patient experience. There is a
lesser financial impact due to
increased use of private beds or
additional staff on our own
wards.

Page 3 of 15

Initial rating

acceptance onto
Corporate RR

HIGH (12)
(3 x 4)
Oct 2015

Previous rating
(C x L)
Jan 2016
HIGH (12)
(3 x 4)

Current rating
(C x L)
Feb 2016
HIGH (12)
(3 x 4)



Owner

Summary mitigations and assurances

Update February 2016

Service
Director
AMHLD

•

Twice daily Teleconference meetings are in
place and a Daily Bed State Report to
monitor occupancy, sleepovers and UEA’s.

•
•
•
•

Development of inpatient demand recovery plan
including; bed management policy, admission
avoidance and crisis care strategies, crisis care
concordat implementation
New guidance issued and responsibility placed
with bed managers
Engagement with CCG crisis review and agree
action plan with the CCG and local authority
Monthly Complaints review via PEG to ensure
patients experience is analysed and action plans
updated
Admission diversion clinics

Assurances
Daily monitoring of occupancy levels, including
sleepovers and UEAs
Twice daily bed management conference calls (which
are minuted) with community locality and service
managers to facilitate safe discharge and throughput
Weekly analysis of admissions data for Community
MDT oversight
Three times a week community locality team zoning
meetings
Reviews of patients who present to A&E by
appropriate community CCO
MHLT Next Day Follow up Clinics agreed and being put
in place
Same Day Assessment Clinics in HTT for “urgent” cases
UEA placement review process being reviewed to
include Consultant input

Daily meetings are now happening
with community staff attending
ToRs for Bed management and pro -forma
completed and circulated. Bed Management
Policy Updated.
Community teams all have zoning meetings 3
x times a week.
Admissions Reviews are taking place weekly
and service mangers with AD receive
managers reports back on any contested
admissions.
Same day Assessment clinics in place for HTT
and urgent cases reviews
UEAs reviewed by Consultants and plans
developed for repatriation.
Ongoing process for Consultant review of all
UEA’s has been agreed.
Extra beds identified at Oxleas House and
Green Parks House.

Risk description
1.10: Processes for evidencing
learning from incidents and
complaints are not consistent
across the Trust. This means
that the Trust may not embed
and sustain learning, so issues
may not be addressed and reoccurrence not prevented

Initial rating
HIGH (12)
(3 x 4)

Previous rating
(C x L)
Jan 2016
HIGH (12)
(3 x 4)

Nov 2015

New risk

acceptance onto
Corporate RR

Current rating
(C x L)
Feb 2016
HIGH (12)
(3 x 4)

Owner

Summary mitigations and assurances

Update February 2016

Director of
Nursing

•

We have agreed central funding to help
directorates improve their use of Datix,
especially recording the actions that have
been taken in response to a
complaint/incident.

Director of
Therapies

•
•
•
•

Regular quality newsletters to highlight and share
learning
Embedded learning events (trustwide and local)
Quality and Governance Managers to support
directorates with developing logs of embedded
learning
Use of the Quality agenda at team meetings which
discuss incidents and complaints and how to
embed practice
Additional administrative resource agreed

Assurances
Monitored though Trust and local Patient Safety
Groups and Patient Experience Groups

Adult Mental Health have secured funding
for a Band 6 role to support them with
ensuring investigations of local and formal
complaints are completed more timely, with
the concomitant impact on learning in the
directorate.
We have established a task and finish group
to focus on embedded learning.
We will share a number of incidents and
complaints with teams in a "case-study"
format for discussion at team meetings to
aid with learning.
We have asked that the new poster boards
are installed in as many areas as possible
which will display information in relation to
complaints and incidents and the associated
learning.
The sign up to safety intranet page is now
live with a feature on embedding learning for
physical health in mental health. We will
also publish case studies on the intranet

3 – Increase productivity: be resilient and resourceful to survive in difficult times
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We are self-assessing against the Southern
Health report, benchmarking mortality
incidents and establishing a monthly
mortality surveillance committee. This will
also proactively identify themes for
embedded learning.

Risk description
3.2: The Trust may not be able
to recruit sufficient numbers of
therapists, qualified RGNs and
nursing prison staff to meet
service requirements. This will
impact on the delivery of care
and patient experience

Initial rating

acceptance onto
Corporate RR

HIGH (12)
(4 x 3)

Previous rating
(C x L)
Jan 2016
HIGH (12)
(4 x 3)

Feb 2014

Current rating
(C x L)
Feb 2016
HIGH (12)
(4 x 3)

Owner

Summary mitigations and assurances

Update February 2016

Director of HR
and OD

•

Major recruitment campaign launched



•

•

•

FN1: In order to achieve
financial plan and a Monitor risk
rating of 4, the Trust must
deliver significant cost
improvements; including savings
required as a result of
reductions in contract values.
NHS England and Monitor have
issued planning guidance that
non-acutes should be planning
on efficiencies of approx 4% per
year for the next 5 years
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MOD (8)
(4 x 2)
Nov 2011

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)



Director of
Finance

On-going recruitment activity to target specific
areas. A number of solutions are being explored
to promote Oxleas as an employer of choice, with
initiatives to attract and retain high calibre staff
Key focus on recruitment of Band 5 nursing staff
and a range of schemes are being used to
incentivise staff to apply for these posts, including
an alternative pay scale for Band 5 nurses that are
equivalent to agency rates. Staff accessing this
offer will not be a member of the NHS pension
scheme. Instead the Trust will directly pay staff
the money that would have paid into the NHS
Pension Scheme on their behalf.
Student recruitment day November 2015. 20
student nurses offered posts conditional on
qualification. Further selection days planned for
January and February 2016
Major recruitment campaign planned for January
2016

Assurances
Vacancy rate monitoring – aiming to double number of
band 5 nurses we are recruiting on a monthly basis
• All services asked to create plans for 15/16 and
16/17 based on £7m and £8m per annum
respectively
• Quarterly Service Directorate annual planning
meetings
• Quarterly in-depth review by Business Committee
post annual plan meetings
Assurances
Achievement against plan continues to be monitored
by the Business Committee, Executive Team and Board
of Directors on a monthly basis. Quarterly Service
Directorate annual planning meetings and quarterly indepth review by Business Committee post annual plan
meetings

Band 5 alternative payscales in place
Opportunity for 12 hour shifts in adverts
144.96wte band 5 nursing posts vacant. 90
of these in Adult Community Services and
Adult Mental health (IR&C)
33 band 5 nurses in process of being
recruited (17 forensic and prison)

It was agreed that this should remain a high
risk in the context of the annual planning
round.

Risk description
FN2: There is uncertainty
regarding funding in the medium
term, and it is likely that
commissioners will be
attempting to significantly
reduce contract values

FN3: The usage of agency staff
poses a financial risk as agency
staff are considerably more
expensive than permanent staff,
due to higher rates, agency
commission, and VAT.

Initial rating

acceptance onto
Corporate RR

HIGH (12)
(4 x 3)

Previous rating
(C x L)
Jan 2016
HIGH (12)
(4 x 3)

Nov 2014

HIGH (12)
(3 x 4)

Current rating
(C x L)
Feb 2016
HIGH (12)
(4 x 3)

Owner

Summary mitigations and assurances

Update February 2016

Director of
Finance

•

It was agreed that this should remain a high
risk in the context of the annual planning
round.



HIGH (12)
(3 x 4)

July 2015

HIGH (12)
(3 x 4)

•

Director of
Finance



The Trust continues to strengthen its relationships
with Commissioners and GPs in order to ensure
that it is in a position of influence and also identify
threats/ opportunities early.
Sharing CRE plans with commissioners to highlight
consequences on services of reduced funding

Assurances
Regular reporting of financial position to Board
• Task force established to support areas with the
highest spend.
• All managers have been reviewing all agency staff
working in their areas as a matter of priority, and
the correct process for booking and authorising
agency staff has been re-enforced.
• Staff who have been unsuccessful in their
application for substantive posts are considered
for recruitment to the Trust Bank
• A number of other initiatives are being deployed
to reduce the current vacancy rate – see risks 1.7
and 3.2

This remains a high risk. The trust ensures
that agencies adhere to price caps and in
time this should have an impact on reducing
the financial risk.

Assurances
Workforce report and associated measures (absence,
turnover, vacancy, bank and agency). Numbers of
Bank Staff recruited. Regular reporting of financial
position to Board. The work described above has
resulted in a slight reduction in agency spend.

Compliance risks escalated to Corporate Risk Register
CDG1: Data may be entered into
the RiO system late or data may
be missing leading to
inaccuracies in Trust KPIs and
other metrics. This may affect
our Monitor Risk Rating for
Governance and invite further
scrutiny of metrics included in
Monitor’s Risk Assessment
Framework
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HIGH (12)
(4 x 3)
March 2015

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)



Director of
Informatics

•

Audits should be regularly undertaken by
directorates to ensure their staff are capturing
data as instructed, in particular where this data
has been deemed important enough to monitor at
Board level.

Assurances
Completeness of Trust audit programme

Data Quality remains a high risk, and is
probably more risky now due to the change
programme for Oxleas Rio and the exports of
data we are planning to make to e-red book
and connect care.
Resource from the informatics team has
been ring-fenced on metrics management
and some directorates are implementing
clinical reference groups to lead on
directorate data quality issues. It is hoped
that this approach will be reflected across all
directorates in 2016

Risk description
WF4: Not all staff receive a
supervision session at least
every six weeks as set out in the
trust Supervision Policy. This
may prevent performance issues
from being identified and
followed up in a timely manner
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Initial rating

acceptance onto
Corporate RR

HIGH (12)
(3 x 4)
Jan 2016

Previous rating
(C x L)
Jan 2016
N/A

Current rating
(C x L)
Feb 2016
HIGH (12)
(4 x 3)
New risk
Jan 2016

Owner

Summary mitigations and assurances

Update February 2016

Director of HR
and OD

Raising awareness and training on recording
supervision

As this has been identified as a red indicator
on the integrated dashboard, it was agreed
that this risk would be increased to a high
risk and escalated to the Corporate Risk
Register.

Assurances
Audit of supervision recording on NHS Learn

Moderate and low risks
Risk description

Initial rating

acceptance onto
Corporate RR

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
Feb 2016

Owner

Summary mitigations and assurances

Update February 2016

Medical
Director

•

The review of this risk is linked to the results
of the annual care planning audit. The
results of this are due to be presented to the
Clinical Effectiveness Group in February
2016. A detailed update will be reported to
the next meeting.

1 - Enhance quality: offer a guarantee of excellence for every patient
1.1: Service users and carers
may not always be sufficiently
involved in the care planning
process. This means that they
may not effectively engage in
the care and treatment
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MOD (9)
(3 x 3)
Nov 2012

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)



Trust wide Personalising care planning Strategic
Steering Group established.
• Delivery of face to face personalised care planning
awareness training sessions for teams to support
service user involvement in care planning.
• Develop working groups to oversee improvement
in each directorate, to report to local CEG’s.
• Care planning champions/ key individuals to be
identified on all inpatients wards and within
targeted services requiring improvement. To
embed learning and foster a change of culture.
• Co-design initiative being conducted with service
users and carers from Bexley recovery team to
improve CPA process and enhance involvement of
carers , families and other support networks.
Learning to be shared throughout Adult mental
health directorate.
• Care planning transformation manager to utilise
patient feedback to monitor service users
experience and identify improvement needs were
concerns are raised.
• Supervision checklist and audit tool developed for
Managers and Supervisors to support their teams
in improving care planning engagement.
• Personalised and integrated care planning
standards to be incorporated into trust and local
policy and guidance to support clinicians practice.
• E-learning personalised care planning package
being developed to inform best practice.
• IT solution to include new ‘my care plan template’
prompting greater involvement of service user.
Assurances
The impact of this work will be tested by the Annual
Care Planning Audit. The results will be reported on a
directorate basis as they are completed, with an
overarching report presented to the CEG in March
2016.

Risk description
1.2: In adult community health
services, care interventions may
not be documented in the
proper place in RiO, which
makes making delivery
continuity of care difficult to
achieve

Initial rating

acceptance onto
Corporate RR

MOD (9)
(3 x 3)

Previous rating
(C x L)
Jan 2016
MOD (9)
(3 x 3)

Nov 2012

Current rating
(C x L)
Feb 2016
MOD (9)
(3 x 3)

Owner

Summary mitigations and assurances

Update February 2016

Medical
Director

•

The review of this risk is linked to the results
of the annual care planning audit. The
results of this are due to be presented to the
Clinical Effectiveness Group in February
2016. A detailed update will be reported to
the next meeting.


•
•

•

1.4: If we are not able to recruit
and retain nurses with the right
skills, competence and values
they will not be able to meet
patients care needs

MOD (8)
(4 x 2)
May 2014

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)



Director of
Nursing

Directorate Clinical Records Steering Group has
agreed content of a standardised patient held
records folder – this is to be updated and retained
in people’s homes. It will include documents from
RiO (primary record) to include care plan.
Directorate CEG supporting effective personalised
care planning with oversight of improvement
initiatives.
Delivery of face to face personalised and
integrated care planning awareness training. This
includes functional use of care plans on RiO and is
supported by the IT transformation team.
Recording standards to be included in
transformation policy following review of RiO
clinical guidance policy

Assurances
The impact of this work will be tested by the Annual
Care Planning Audit. The results will be reported on a
directorate basis as they are completed, with an
overarching report presented to the CEG in March
2016.
• Review of Competency Based Recruitment.
• Revalidation remains on track. A workforce
subcommittee is being established to support
recruitment and retention
Assurances
Supervision records. Training completion records.
Nurse appraisal records. >80% compliance with
supervision and training

Page 9 of 15

The revalidation work remains on track, with
SARD being offered to all nurses. There is a
workforce subcommittee regarding
recruitment and retention of nurses. The
Trust currently has a large scale recruitment
campaign for nurses. There has been a
successful recruitment campaign for nurses
in Adult Mental Health Services. The
Forensic Directorate have successfully
recruited to a new Forensic Nurse rotation
scheme. The Trust’s latest recruitment
campaign has used a generic band 5 nurse
JD. There is now a generic band 5
competency test.

Risk description
1.5: The National Quality Board
has set clear responsibilities for
trusts in relation to ensuring safe
staffing levels. There is a risk
that relying on data of average
fill rate of planned and actual
shift cover for registered and
unregistered staff that areas of
concern may be masked so we
are not always able to identify
areas to focus on.
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Initial rating

acceptance onto
Corporate RR

MOD (8)
(4 x 2)
May 2014

Previous rating
(C x L)
Jan 2016
MOD (8)
(4 x 2)

Current rating
(C x L)
Feb 2016
MOD (9)
(3 x 3)



Owner

Summary mitigations and assurances

Update February 2016

Director of
Nursing

KPMG completed an internal audit into safe staffing
and awarded (significant assurance with minor
improvements. Recommendations are being taken
forward are:
1. Regular quarterly review of the staffing against
the templates is completed by the Safer Staffing
Committee
2. Develop Standard Operating Procedure to clarify
available guidance and roles and responsibilities of
different staff groups.
3. Confirm with ward managers on a regular basis
that the planned staffing levels are reasonable and
that systems are designed and put in place to
monitor and adjust levels where there are
variances above set thresholds.
4. Set a threshold for variations in the ratio of
registered to unregistered nurses from the
planned level is set, and that where variations
occur above this level, that appropriate review of
the actual outturn against the proposed plan is
conducted and, if required, care impact
assessments are completed.
5. Other medical professionals should be included
within the template, and also be considered as
part of the quarterly reviews of the templates
6. Complete a level of analysis to understand
whether the reduction in staff across the Trust
which occurs at weekends is justified in all cases.
Consider whether the drop in nursing staff at
weekends is compensated for by an increase in
other healthcare professionals.
7. Consider reporting the top three themes within
lower level incidents with an analysis of incident
numbers within each theme.
The safe staffing terms of reference have been
renewed and the group will meet monthly to RAG rate
wards, review QUESTT data, review safe staffing data
and carryout safe staffing reviews.
Assurances
Publication of establishment levels and shift rotas.
Monitoring of KPMG actions at Safe Staffing Group and
Audit Committee

There is regular reporting to the board
regarding safe staffing. The reports include
UNIFY data, including average fill rates,
triangulated with a regular audit of mental
health wards’ staff and patients (“How safe
do you feel”). In January 2016 there was an
unannounced audit of patients and staff in
mental health, intermediate care, forensic
and older adults wards (n=101), and this has
also been reported to the board.
We will start using valid tools for measuring
safe staffing in 2016 (Hurst Tools). These
tools have been developed by Keith Hurst,
who is internationally recognised as having
expertise in this area. We have received
training from Keith Hurst regarding the tools.
The tools allow us to benchmark ourselves
against data from 132 wards that are seen as
delivering quality care. We are
commissioning Keith Hurst to provide
independent analysis of some of our wards.
Initially we will ask for three adult mental
health wards to be analysed. This work can
include the additional staff who work on
wards.
In light of this substantial investment (Hurst
Tools), we plan to review our use of QUESTT,
and rationalise the way in which safe staffing
is analysed and assessed.
The CEO has asked for a daily reporting of
safe staffing for all bedded areas. This work
is ongoing and will commence in January. All
datix of safe staffing are reviewed

Risk description
1.8: If the Trust were to receive
an outcome of ‘requires
improvement’ or ‘inadequate’
from a CQC inspection, this
would impact on the Trust’s
reputation and could also trigger
a governance concern under the
Monitor Risk Assessment
Framework

Initial rating

acceptance onto
Corporate RR

MOD (8)
(4 x 2)
Sept 2015

Previous rating
(C x L)
Jan 2016
MOD (8)
(4 x 2)

Current rating
(C x L)
Feb 2016
MOD (8)
(4 x 2)

Owner

Summary mitigations and assurances

Update February 2016

Medical
Director

• Full project plan developed and monitored by CQC
Project Group. This identifies the actions to be
taken before,, during and after inspection.
• Teams will be supported through a programme of
peer reviews and workshops and learning from
these will be shared via the Project Group. Action
plans are drawn up following Peer Reviews and
teams are supported to address issues raised.
• Risks specific to areas of compliance are monitored
through the governance structure.

Since the last report to the Risk Committee
the Trust has received confirmation that the
inspection visit will commence on 25 April
2016. The CQC Project Group continues to
meet monthly. A ‘100 day plan’ has been
developed to direct preparation for the
inspection.



Assurances
Reports to CQC project group. Outcomes of peer
reviews provide evidence of readiness for individual
teams

The Project Group has identified key risk
areas for focus, all of which are covered with
the Corporate Risk Register. An update on
these risks has been provide under previous
items:
• Clinical risk and care planning
• Recruitment gaps
• Quality impact of temporary staff
• Embedding learning
• In-patient bed occupancy
The Quality and Governance Team will be
undertaking mini-reviews to support teams
with preparation. A full communications
plan has been developed, including a
handbook to be sent to all staff and
showcasing a ‘policy of the week’.
The first Provider Information Request was
submitted to the CQC on 16 December 2015
and we are expecting to receive the second
request imminently.

2 - Promote Innovation: redesign services with patients, families and commissioners
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Risk description
2.1: There are cultural
challenges to embedding new
technologies into “business as
usual”. If these are not
addressed, the Trust will not be
able to deliver the planned
efficiencies in service delivery

Initial rating

acceptance onto
Corporate RR

MOD (9)
(3 x 3)

Previous rating
(C x L)
Jan 2016
MOD (9)
(3 x 3)

May 2014

Current rating
(C x L)
Feb 2016
MOD (9)
(3 x 3)

Owner

Summary mitigations and assurances

Update February 2016

Director of
Informatics

•

Embedding new technologies is a key work
stream for 2015/16. Communications plans
are in place to highlight people/areas who
have embraced the new technology and the
benefits they are seeing. Additional training
and embedding sessions are in place and
reporting of usage is being rolled out (e.g.
Docman, iPads etc.)

•
•
•



•

Building leadership skills within services to support
the implementation of new technologies
Reflect expectations in policies and procedures
Use new technologies to support role redesign
Recruit the right people with the right skills to
deliver the ICT strategy
Clear communication of benefits to service
delivery

Assurances
Progress against ICT strategy monitored by Board and
Executive Team. Focus on qualitative reporting, eg
success stories of how patient outcomes and working
life has improved. Usual data reports - eg increase in
activity

3 – Increase productivity: be resilient and resourceful to survive in difficult times s
3.3: The Trust may be unable to
MOD (9)
Director of HR
MOD (9)
MOD (9)
safely meet mobilisation targets
(3 x 3)
and OD
(3 x 3)
(3 x 3)
for new contracts. This will
impact on Trust reputational,
service delivery and loss of
income.

3.5: There is a risk that service
expansion from bids and tenders
will put additional pressure on
services. This also impacts on
the ability of directorate
management teams and
corporate teams to provide
management support

Feb 2014

MOD (9)
(3 x 3)
March 2015



MOD (9)
(3 x 3)

MOD (9)
(3 x 3)



Service
Directors

• Recruitment function to be re-structured with a
view to establishing a dedicated resource for
ensuring we have sufficient staff to meet
mobilisation targets.
• Consultation with existing staff to streamline
recruitment processes underway
Assurances
Monitoring of mobilisation targets
• This remains an areas of risk highlighted in service
directorate risk register.
• Capacity issues / potential additional staffing needs
are considered as part of the financial modelling for
bids.
• These are reviewed by the Marketing Group,
Business Committee and in ‘challenge meetings’
prior to bid submission.
Assurances
Financial modelling outcomes. Marketing Group
minutes
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All mobilisation targets have been met to
date.

It was agreed that risk should remain on the
risk register in light of current pressures on
some management teaams

Risk description
FN7: National policy is to
introduce greater competition in
the healthcare sector, which will
lead to more services being put
out to tender. There are
opportunities as well as threats,
but there are financial risks
associated with losing contracts.
FN21: There is a risk that we will
not deliver our capital plan on
time or on budget. This is due to
the upturn in the construction
market which is making it harder
to find construction partners
who will deliver to our
timescales at reasonable prices.
This might have an adverse
impact on the timing of service
reconfigurations and on our
ability to make savings

Initial rating

acceptance onto
Corporate RR

HIGH (12)
(4 x 3)

Previous rating
(C x L)
Jan 2016
MOD (8)
(4 x 2)

Nov 2011

HIGH (12)
(4 x 3)
July 2015

Current rating
(C x L)
Feb 2016
MOD (8)
(4 x 2)

Owner

Summary mitigations and assurances

Update February 2016

Director of
Finance

•

No change to current position

•



MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

Assurances
Number of contracts awarded
Director of
Finance

•



4 - Transformational Change: delivering best practice services, for the future, today
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Bids Team ensure that an effective process is in
place for competitive bidding
Explore new opportunities for generating income

•

The market appears to have levelled out but
construction costs have risen considerable, and
project timescales tend to be longer to enable
contractors to manage shortages of labour and
materials.
This reduced volatility enables us to better
anticipate programmes and budgets, and manage
expectations and Trust internal plan

Assurances
Monitoring compliance with contract terms

No change to current position

Risk description
4.2: There is a risk to the service
that the significant change
process will affect quality and
performance of the service

Initial rating

acceptance onto
Corporate RR

MOD (9)
(3 x 3)

Previous rating
(C x L)
Jan 2016
MOD (9)
(3 x 3)

August 2014

Current rating
(C x L)
Feb 2016
MOD (9)
(3 x 3)

Owner



Summary mitigations and assurances

Update February 2016

• Programme Manager appointed
• Ensure that robust governance arrangements and
structures and appropriate staff are involved to
finalise the service model, undertake the
consultation and implement the changes

The redesign went live at the end of
September and implementation has gone
well with a number of GPs reporting positive
feedback. The Trust is working with an
external consultant to review the success of
the implementation and embed the new
service model within teams. Culture change
as part of the review is integral to the
redesign.

Assurances
On project completion assurance will be gained from
National Patient Survey, GP survey and quality and
performance data

The 10 months’ quality and evaluation
programme is divided into three distinct
stages, offering a set of core activities across
the teams and a menu of bespoke options
over a 10 month period
•
•
•

4.3: Numerous benefits in the
Oxleas RiO Project Business Case
may not be fully realised or
measurable until at least 6
months post go live. This
means that the Trust may not
make the best use of the system
to deliver transformational
change
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MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

Nov 2015

New risk
Nov 2015

MOD (6)
(3 x 2)



Director of
Informatics

•
•

Allocate benefits listed in Business case to
ownership of correct workstream lead
Use surveys, and staff and patient experiences

Assurances
Survey results

Stage 1: Programme Stocktake
(November 2015 to February 2016)
Stage 2: Embedding the change
(February to July 2016)
Stage 3: Reviewing the Change (July
2016 to September 2016)

The programme is being overseen by the
Delivery Management Group who will be
working with IPC to design the overall
structure of the support. More importantly
this programme is about making sure the
changes brought about by the new care
pathways work as well as possible, so that
the resources and expertise within each of
the teams are maximised and quality is not
adversely affected by the change process.
An initial survey highlighted some benefits
that have been realised from
implementation. There will be additional
benefits as configuration changes are made
to the system

Risk description

Initial rating

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
Feb 2016

LOW (4)
(4 x 1)

LOW (4)
(4 x 1)

LOW (4)
(4 x 1)

Nov 2015

New risk

acceptance onto
Corporate RR

Compliance risks escalated to Corporate Risk Register
BD1: The co-incidence of
replacing the Trust Chair at the
same time as the Chief
Executive’s leave of absence
creates a risk to the Board
achieving its medium term plan.
This could impact on the
reputation of the Trust and
invite additional scrutiny from
Monitor and other regulators

Owner

Summary mitigations and assurances

Update February 2016

Trust Chair
and Acting
Chief
Executive

•
•

Stephen Firn has announced that he will be
retiring as Chief Executive at the end of
March 2016.

•
•

•
•
•

•

Robust process in place to appoint new Trust Chair
New Chair shadowed outgoing Chair for two
months prior to formally starting in post
On-going scrutiny of progress against strategic
plans at Board of Directors and through quarterly
annual plan meetings
The Trust has a robust plan to prepare new NEDs
who will be joining the Board over the next year;
two new appointments will attend as Board
Advisors before taking up their formal NED
appointment
Acting Chief Executive has been in a Board
Director (DoF) post at Oxleas for a number of
years
Acting Director of Finance has been in Associate
Director/Senior Management roles at Oxleas for a
number of years
Stability amongst the Executive Team – recent
director level vacancies have been filled internally
by staff with a number of years’ experience within
the Trust (Director of Nursing and Director Adult
Community Health Services)
Stability amongst NED cohort.

Assurances
Reports to Board of Directors and quarterly annual
plan meetings
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The process to appoint a new Chief Executive
will commence this month and this will
involve governors representing staff and
service users.
In the meantime, Ben Travis will continue as
Acting Chief Executive.

Board of Directors
4th February 2016

Item
Enclosure

13
12a&b

Agenda item

Business Committee update (19th January 2016 meeting)

Item from

Jazz Thind, Acting Director of Finance

Attachments

a) Oxleas 2015-16 Outturn and 2016-17 Plan letter
b) Finance Report – Month 9

Summary and Highlights
Ageing Well Programme
The Committee was updated on the recent discussions with Greenwich CCG. CCG colleagues have
highlighted that the CCG has seen a considerable deterioration in its financial position this year; has
a significant financial gap in its plan going forward and needs to make local efficiency savings of
circa £13.2m to close the gap. Given the magnitude of the task in hand the CCG is clear that this gap
can only be closed through transformational change.
The CCG is looking to establish (with the Trust) a joint commissioning unit that would be responsible
for holding the budget and commissioning responsibilities for all services that fall under the Ageing
Well umbrella programme. This will include all services for people aged 65 and over. The current
identified budget is £90m and the commissioning unit will need to manage within £87.5m as £2.5m
will be top sliced as an efficiency.
The Committee supported the view that transformational change was needed and we should be
working more closely with our commissioners on co-designing effective and efficient pathways.
The Committee considered the level of financial risk this could bring and agreed that we would be
willing to:•
•
•
•

work as part of the commissioning unit;
work with the CCG to kick start the change programme;
identify dedicated resources to support this project; and
undertake and complete a due diligence in the first 6-9 months.

The Committee felt all of the above demonstrated the Trust’s commitment to this work. A letter has
been sent confirming the Trust’s position.
Cross Trust Forensic Proposal
The Committee was updated on the recent discussions that have been initiated with partners at
South London and Maudsley and South West London & St Georges about setting up a new business
entity that will hold the budget and commission all forensic activity across South London including
the management of private placements. Currently commissioners are experiencing higher than

planned costs in this sector and are looking for ways to reduce/remove this financial pressure.
The CEOs from each of the 3 organisations have met with the Commissioners at NHSE to discuss the
proposal and they were very supportive and keen to press ahead. The Committee agreed to the
Trust progressing this work, progressing to an outline business case in due course. This will require
Board approval.
Finance Report
The Committee noted that at month 9 the Trust reported a year to date surplus of £35k which
includes the release of an additional £158k of non-recurrent funding, taking the total non-recurrent
support to £331k. The Trust continues to maintain a Monitor risk rating of ‘3’ with cash on plan.
All clinical services, with the exception of ALD, are overspent due mainly to the continued high
levels of agency spend in district nursing teams and the intermediate care units; increased financial
risk associated with the use of private beds in adult mental health services and the lower than
planned income from non-contracted activity.
Post the meeting of the Business Committee we have agreed that given the financial position of the
Trust, a greater level of focus is required on this matter, therefore:•
•

the Finance Report item is now at the top of the monthly Executive Meeting agenda; and
Financial recovery plans will be put in place for those Directorates risk rated ‘Red’.

The financial recovery plan will encompass:•
•
•

understanding of what the key issues/cost drivers are;
what we need to put in place to resolve these issues; and
monthly monitoring of all agreed actions, forecasts and trajectories.

These plans will then be closely tracked by a task force (led by the Deputy CEO and Acting Dof) and
be presented to the Business Committee in March for information, with regular status updates
thereafter. Much of the discussion will be around whether/how corporate directorates can provide
additional support, unblock any bottlenecks, enter into discussions with commissioners and
suppliers etc., as well as what more can be done through local action.
Other initiatives already underway that will have an impact both for the remainder of this year and
16/17 include:•
•
•
•

Brooksons VAT scheme;
reductions in printing with the lower copy ‘click rate’;
telephony services; and
a full review of non-pay spend to assess what we are buying, from whom and for how much
e.g. spend on taxis in comparison to Uber cabs.

Planning Round
The Committee noted the key highlights:• the Trust will be part of the South East London 5yr STP footprint;
• the Trust will need to submit its own organisational based 1 year operational plan

•
•
•
•
•
•

(2 phases – draft to be to be submitted on 8th February with the final version due in 11th
April);
the operational plan will be seen as year 1 of the 5 year system wide STP, to be submitted in
June;
national efficiency target is set at 2% which is lower and welcomed, but should not slow
down the timing of existing savings plans;
planning guidance re-enforces the need for commissioners to ensure parity of esteem for
mental health;
given the above there is an expectation that there will be no local efficiencies for this
element of our services
the delivery of the 9 ‘must dos’ needs to underpin both plans, 4 of these are of particular
relevance to our services but we may have a part to play in the other areas;
all NHS provider trusts (FT and non-FT) have received letter laying out what is expected of all
organisations in 15/16 and 16/17. We have been asked to plan for a surplus for 16/17 of
£1m; should we deliver this, we could receive £100k of transformation funding bringing our
surplus up to £1.1m;
The Board is asked to consider our position and formally respond to Monitor by 8th
February.

The Finance report for month 9 is attached.
Recommendations
The Board
• notes the key highlights
• discusses the attached letter and
• agrees Board response to the control total
• notes the finance report.

NHS Improvement
(Monitor and the NHS Trust Development Authority)
Wellington House
133-155 Waterloo Road
London
SE1 8UG

Ben Travis
Acting Chief Executive / Finance Director
and
Jazz Thind
Acting CFO
Oxleas NHS Foundation Trust

020 3747 0000

15 January 2016

2015/16 Outturn and 2016/17 Plan including Sustainability and Transformation Fund
As announced in the recent Spending Review, the government has committed to provide
an additional £8.4 billion real-terms funding for the NHS by 2020/21. The increase in
funding available for 2016/17 totals £3.8 billion in real terms, a £5.4 billion cash increase.
It includes a £1.8 billion Sustainability and Transformation Fund (S&T Fund) for the
provider sector in 2016/17 which will comprise a ‘general’ and a ‘targeted’ element. The
general element of the fund will be targeted at providers of acute emergency care.
This is a good settlement for the NHS in times of public spending constraint when the
majority of government departments are facing real-terms funding reductions. However,
this settlement is dependent on the NHS provider sector delivering a deficit of not more
than £1.8 billion in 2015/16 and breaking even in 2016/17 after application of the fund.
To realise this settlement, this letter sets out what your board must urgently do during the
remainder of the 2015/16 financial year.
2016/17 Financial framework and planning
On 22 December 2015 we published Delivering the Forward View: NHS planning
guidance 2016/17 – 2020/21. This sets out the steps to help local organisations deliver a
sustainable, transformed health service and improve quality of care, wellbeing and NHS
finances. The planning guidance includes details of the operational planning approach
for the next financial year and sets out a pragmatic approach to tariff setting and
business rules, with the aim of supporting system stability and recovery in 2016/17. The
key details of this package, which is favourable for most NHS providers, are set out in
Appendix 1.
In addition, the planning guidance introduces the £1.8 billion S&T Fund for 2016/17. The
fund is to support providers move to a sustainable financial footing. It will be primarily
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allocated to providers of acute emergency care that have been under the greatest
financial pressure, although it will include an element to support providers achieve overall
sustainability by driving maximum efficiencies. The fund will be deployed in a way that
creates a balanced aggregate financial position in the NHS trust and NHS foundation
trust sector in 2016/17. Payments will be made by commissioners, but approved by NHS
Improvement. The fund replaces the need for the current scale of direct Department of
Health (DH) cash funding for providers. Details of the fund and of eligibility to access it
are attached in Appendix 2.
This additional funding is conditional on the NHS provider sector breaking even in
2016/17. To ensure this happens, every NHS trust and NHS foundation trust will have to
deliver an agreed financial control total for 2016/17. This will be a core part of the new
financial oversight regime that NHS Improvement will put in place.
An impact assessment model has been developed by NHS Improvement that models a
range of known factors at an individual provider level. The outcome of this work will be
used to allocate acute emergency care providers with an indicative payment from the
S&T Fund and all providers with a control total for 2016/17. The key assumptions and the
detail for your trust are attached in Appendix 3.
The offer of payment to your trust from the S&T Fund, explained in Appendix 3 and to be
made by your lead commissioner, is for a limited period only. Please confirm by 8
February 2016 that your trust accepts this offer and in doing so agrees to the conditions.
It is then our expectation that the operational plans you submit in February and April will
be consistent with, or better than, the control total outlined.
The NHS settlement for 2016/17 relies on tight financial management of the capital
budget. We will need to work very closely with providers to develop a capital framework
which enables them to operate within the resource available. Providers should develop
their capital plans for 8 February 2016, distinguishing essential expenditure from
strategic investments. This should prepare providers for restrictions to both access to
external finance and deployment of existing cash reserves to ensure the NHS does not
exceed its capital budget. Providers that have agreed local capital to revenue transfers
for 2015/16 will not be disadvantaged by these agreements in 2016/17.
2015/16 Outturn
As you will be aware, the scale of what we need to do in the future depends on how well
we end this financial year. Collective urgent action is required now to ensure we contain
the aggregate provider deficit position to within a £1.8 billion control total in 2015/16.
To limit the scale of the financial distress that will be carried forward into 2016/17, we
would like your continued commitment to take the actions necessary to improve your
current year financial position, while ensuring that safe care is delivered. We also ask
2

you to review your plan for the remainder of 2015/16, focusing particularly on the areas
listed in Appendix 4, with the aim of improving your financial position in quarter 4 (Q4;
January to March) 2015/16. These areas include both operational efficiencies and
technical or one-off measures that we will need to deploy to deliver the £1.8 billion
control total.
In addition, we will be meeting a number of challenged providers this month to agree a
set of actions, including headcount reduction, additional to the current plan, with the clear
intention of improving the financial position of those individual providers.
We cannot over emphasise that the 2016/17 Spending Review settlement that we have
outlined above depends on every NHS organisation delivering the best possible financial
outturn for 2015/16.
Many thanks for your continued support.

Bob Alexander
Deputy Chief Executive
NHS TDA

Stephen Hay
Deputy Chief Executive
Monitor

Copy to:
Jim Mackey, Chief Executive, NHS Improvement
Elizabeth O’Mahony, Director of Finance, NHS TDA
Jason Dorsett, Director of Finance, Reporting and Risk, Monitor
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Appendix 1

Key details of the 2016/17 financial framework for providers
We recognise that the planning documents include a large amount of technical
information. Given this, we would like to draw your attention to the key details of the
favourable financial framework we have secured for 2016/17 with the aim of delivering
maximum stability and financial recovery.
Proposals in relation to the national tariff (soon to be subject to consultation):


A delay in the introduction of HRG4+ to provide a year of pricing stability combined
with no changes to specialised top-ups.



A cost uplift of 3.1%, reflecting a stepped change in the cost of employers’ pension
contributions.



Additional funding to cover the aggregate increased cost of CNST contributions. In
addition to the general cost uplift, the majority of the increase in CNST contributions
will be targeted at particular HRG chapters.



An efficiency factor of 2%, which results in a net prices uplift of 1.1%.



An increase in the marginal rate for emergency admissions to 70% for all providers.



No application of a specialised services marginal rate in 2016/17. A consultation on
the marginal rate will form part of the engagement on the implementation of HRG4+
in 2017/18. We will also move to centralised procurement of devices with set national
reference prices.

Other system management changes:


Commissioners are required to plan to spend 1% of their allocations non-recurrently,
consistent with previous years. For provider funds to insulate the health economy
from financial risks, the 1% non-recurrent expenditure should be uncommitted at the
start of the year.



The introduction of a commissioner sparsity adjustment for remote areas. The
financial impact of this is added to the target allocation of the relevant CCGs. This
results in an adjustment for six CCGs in relation to eight hospital sites. The
adjustments to target allocations total £31 million.



The requirement for commissioners and councils to agree a joint plan to deliver the
requirements of the Better Care Fund (BTF) in 2016/17. Further, BCF funding should
explicitly support reductions in unplanned admissions and hospital delayed transfers
of care.
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Appendix 2

Sustainability and transformation funding
1. The Spending Review settlement confirms a recurrent £5.4 billion cash increase to
the NHS England Mandate in 2016/17. This will be deployed as follows:


£3.6 billion to flow recurrently into commissioning allocations and related budgets



£1.8 billion to be passed through commissioners to fund a Sustainability and
Transformation Fund (S&T Fund) which will be provisionally allocated to
individual providers this month with the intention of eliminating the NHS provider
deficit position in 2016/17 (linked in part to emergency services).

2. The S&T Fund for 2016/17 replaces the need for the current scale of direct
Department of Health (DH) cash funding. The fund will be used to support providers
move to a sustainable financial footing and will be deployed in a way that creates a
balanced aggregate financial position in the NHS trust and foundation trust sector in
2016/17. As such, the 2016/17 S&T Fund will have two elements:


a ‘general element’ which will be distributed to all providers of acute emergency
care and be linked to the setting of agreed control totals



a ‘targeted element’ to support trusts drive efficiencies and go further faster; this
will be targeted at leveraging greater than 1:1 benefits from providers.

3. Details on how to access the targeted element of the fund will be made available
later in the planning process. This will be particularly relevant for mental health
ambulance, and community services providers who are unlikely to be eligible for the
general element of the fund.
The remainder of this appendix will consider the general element of the fund.
General element of the S&T Fund
4. To be eligible to access the general element of the fund, providers must provide
acute emergency services and formally meet all the conditions in Table 1 below:
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Table 1: S&T Fund conditions and measurement
Objective

Conditions/measurement

Deliver agreed
control total

Q1: Agreement of milestone-based recovery plan (OR surplus
increase) with NHS Improvement AND agreed control total for
2016/17. Agreement to capital control total.

Provider deficit
reduction/
surplus increase

Plans to include milestones for Carter implementation (including
reporting and sharing data in line with the national timetable) and
compliance with the NHS Improvement agency controls guidance.
Q2 to Q4: Delivery of plan milestones AND capital and revenue
control totals.

Access
standards

Q1: Agreeing with NHS England and NHS Improvement a credible
plan for maintaining agreed performance trajectories for delivery of
core standards for patients, including the four-hour A&E standard,
the 18-week referral to treatment standard and, for appropriate
providers, the ambulance access standards.
Q2 to Q4: Delivery of agreed performance trajectories.

Transformation

Q1 to Q3: Local Sustainability and Transformation Plans (STPs) –
to work with commissioners and develop an integrated five-year
plan in line with the national STP timetable.
Q4: STP agreed with NHS England and NHS Improvement.
Providers will also have the option to volunteer to join an
accelerated 2016/17 transformation cohort.

5. As a condition of the overall fund being approved, the NHS has to demonstrate
tangible progress towards a credible plan for achieving seven-day services for
patients across the country by 2020. Recipients of funding will be expected to
continue to make progress towards achieving seven-day services in 2016/17.
6. S&T funding will be made available to providers as income, which will be paid by a
lead commissioner and replace the need for the current scale of DH cash support.
The S&T Fund allocated to CCG(s) will be ring-fenced as pass-through payments to
the relevant provider in addition to normal contractual payments.
7. This funding will be provisionally allocated at the start of the planning process to
ensure providers have the maximum amount of time to prepare a credible plan in
sufficient detail to meet their control total and achieve the maximum amount of
financial benefit in year.
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8. Release of funding will be subject to a quarterly review process in arrears. This
review process will cover delivery against the S&T Fund only. Arrangements are
being agreed for providers who require working capital prior to the release of funds,
but are likely to involve interest-bearing working capital facilities provided by DH.
Plans should be prepared on this basis until further guidance is provided.
9. Access to funding will be through a formal agreement between NHS Improvement
and trust boards in advance of any funds being paid. This agreement will be
embedded in a high quality board-approved plan that is fully compliant with the
criteria outlined above.
10. In addition, those providers eligible for S&T funding that meet the conditions of the
fund will not face a ‘double jeopardy’ scenario whereby they incur contract penalties
as well as losing access to funding; a single penalty will be imposed.
11. Providers that are in deficit and that require cash support after receipt of the funding
and after local efficiencies will have access to DH interim support loans, as at
present via interest bearing loans.
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Appendix 3

Individual provider detail
2016/17 Sustainability and Transformation Fund
The 2016/17 financial plan for each provider will be contingent upon its 2015/16 year-end
financial position. For the purpose of the provider impact assessment, the Month 6,
2015/16 forecast has been used as the baseline adjusted for the assumed effect of
agency controls and other recurrent measures in Q4 2015/16. Any further deterioration in
this position will require the relevant provider to deliver higher efficiency levels to achieve
the 2016/17 control total.
We have also taken into account other national funding flows in setting the control total
such as the impact of changes to the tariff, education and training, CQUIN, CNST, etc.
Both the setting of the baselines and the control totals, and the measurement of
performance versus control totals, will exclude gains on disposals of assets.
The general element of the fund will be distributed to providers in proportion to the cost of
emergency services as reported in the 2014/15 reference costs (‘Emergency Services’
definition from the 2014/15 Reference Costs).
S&T funding and 2016/17 control total
General element – S&T Fund
Subject to provider eligibility and conditions
Targeted element – S&T Fund
Subject to provider eligibility and conditions

£0.1m

To be
confirmed
£1.1m
surplus

2016/17 Control total

This exercise has been undertaken to set control totals for 2016/17 and considers a
range of incremental common factors only. Rather than debate the method by which the
numbers above have been calculated, provider boards should now consider if, with the
proposed tariff/business rule changes and access to the S&T Fund, their control total is
achievable in 2016/17.
Details on how to access the targeted element of the fund will follow.
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Appendix 4

Financial improvement in Q4 2015/16
All providers are requested to consider the following opportunities and to report on them
in their Month 9 outturn estimates submitted to either Monitor or the NHS TDA. A simple
memorandum schedule detailing how much has been attributed to each of the items
below should be submitted.
Description

Detail

Local capital to revenue
transfers

Delivery of maximum amount of safe deferral or reduction
in capital expenditure to be supported by capital-torevenue transfers as agreed with either the NHS TDA or
Monitor and the Department of Health.

Accurate monthly capital
forecasting

To assist with the national capital position, ensure accurate
capital forecasting including identification of any
underspend.

Accurate provision
reporting

To assist with the national position, ensure provisions are
carefully reviewed at Month 9 and, where possible,
accurately estimated for the full year.

Workforce

No non-medical agency cover for short-term sickness
(<3 days), implementing acting down/cross-cover
arrangements to ensure patient safety.

Agency staffing

Full compliance with the policy, including completing the
weekly reporting. Review self-certification in weekly reports
to identify opportunities for improvement. Focus on
reducing number of shifts above rate caps and remaining
within nursing agency ceiling.

Reviewing in-year priorities Reviewing priorities in all areas: revenue maximisation,
cost control, efficiency and investments
Balance sheet review:
prudence

Remove prudence from estimates of:





accrual;
deferred income;
injury cost recovery (formerly RTA) debtor
partially completed spells
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Description

Detail

Bad debt provisions

Remove prudence in bad debt provisions, including
ensuring impairments to receivables are line with IFRS and
are based on incurred losses and not general estimates or
future expected loss events.

VAT changes

Review latest COS guidance to ensure maximum reclaim
of VAT including latest position on IT spend.

Annual leave

To the maximum extent allowed under NHS contracts,
manage the carry forward of annual leave. Ensure that this
does not lead to the use of additional agency staff to cover
leave periods. Ensure data used for calculations from HR
systems are robust.

Asset valuations

Revalue operational assets at the modern equivalent asset
value using the alternative site method where
advantageous.

Asset lives review

Review all equipment and buildings asset lives given that
less capital will be available for replacement in future. The
resulting adjustment will reduce depreciation charges while
creating a one-off impairment. Providers will be held to
account by NHS Improvement for their financial
performance before accounting for impairments.
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Position Overview
Surplus
•

•
•

We have delivered a surplus for the 9 months ended 31st December 2015 of £35k, which is £640k
behind the year to date plan. The position includes an additional release of £158k of nonrecurrent funding. Total non-recurrent support now equates to £331k and reflects the maximum
available in our plan.
The underlying position is a deficit of £296k, which is £971k behind plan.
Achieving our planned surplus of £1.0m, has been recognised as being unachievable, and our
most realistic forecast continues to be breakeven. This takes into account a concerted effort to
reduce non-essential spend across all directorates and securing additional resources to support
particular areas of overspend in our Forensic and Prisons Service.

Cash
•

•

Total cash and short term investments was £84.8m at the end of December, a £2.6m net
decrease from November. The majority of this movement is attributable to a £1.8m payment in
advance for the soft facilities management services (where we receive a 1% discount) and £0.6m
of spend related to capital schemes.
The Trust continues to score a 4 for liquidity per Monitor’s financial risk rating.

M onitor rating
•
•

Under the new Monitor Risk Assessment Framework the Trust Plan scores 3.5 which rounds up to a rating of 4.0 and denotes ‘No Evident Concerns’.
At 31st December 2015, under this new framework, we score a 3.0. This denotes ’Emerging or minor concern potentially requiring scrutiny’ with potential
enhanced monitoring.

CRE and contract reductions delivery

The Trust savings target for 15/16 has now been reduced to £6.8m (previously £7.0m) due to RGB and LB Bexley not requiring the level of savings
previously anticipated.
• Plans for £6.8m full year effect have been identified of which £0.5m are considered medium risk. Schemes continue to be reviewed regularly to assess the
deliverability of plans and financial ratings to ensure they reflect the latest position.
• For the purposes of this report the target for 2016/17 continues to be estimated at £8.0m. Draft proposals were shared at the quarter 3 CRE quality sign off
meetings and reviewed at annual plan meetings in January. Further quality impact assessment detail has been requested in relation to certain schemes and
this will be available for the forthcoming CRE Quality sign off meetings.
• Early indications based on the content of the planning guidance 2016/17 – 2020/21 are that the savings target will be lower than planned (average 2%).
However, all services are being asked to ensure they develop schemes that continue to be ambitious and maximise savings earlier rather than later, this will
place us in a strong position to meet the challenge in 2017/18 and beyond. 2016/17 is the year of transformation and we need to capitalise on this window
of opportunity.
•

K ey areas of focus
•
•
•

Bank & Agency (Page 4)
Debt (Page 6)
CRE plans (Page 11)
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Monitor Risk Rating

•

Under the new Monitor Risk Assessment Framework, the Trust scores 3.0. This denotes ’Emerging or minor concern potentially requiring scrutiny’ with
potential enhanced monitoring.

•

To achieve a rating of 4.0 which denotes ‘No evident concerns’, the Trust must achieve the annual planned surplus, this is currently £640k behind plan.
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Statement of Comprehensive Income
Surplus
•

•

•

We have delivered a surplus for the 9 months ended 31st December 2015
of £35k, which is £640k behind the year to date plan. The position
includes an additional release of £158k of non-recurrent funding. Total
non-recurrent support now equates to £331k and reflects the maximum
available in our plan.
The underlying position is a deficit of £296k, which is £971k behind plan.
This is due mainly to slippage on CRE plans and continued pressure on
bank and agency usage.
Forecast outturn £100k surplus.

Income
•

Income is £0.3m behind plan. This is mainly due to:- additional deferred
income for projects where expenditure is behind plan or expected to be
incurred in the latter part of the year; continued reduced levels of noncontracted income in relation to Forensic Services, Ivy Willis House, The Tarn
and Kelsey Ward; offset by higher than planned income at Atlas House and
cost and volume activity associated with MSK services. We expect this
position to improve in the last quarter of the year:- in relation to overseas
activity, reductions in one-off non essential spend and additional one-off
funding to offset a cost pressure in our prison services.

Expenditure
•

•

Pay expenditure is £2.8m higher than planned due mainly to the cumulative
spend associated with bank and agency usage across all services. The latter
has reduced as a result of the focussed efforts of the task force work.
Non-pay expenditure is £2.5m lower than plan due to reserves held centrally
not yet allocated and the lower than planned project spend offset by the
deferral of income above.
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Statement of Financial Position
Sum m ary
•

Net assets have increased by £7.1m to £166.8m between April and December.

 Total capital spend to December is £10.8m.
 Trade and other receivables have increased by £3.8m to £18.8m between April to
December.
• Trade receivables have increased by £1.7m between April to December.
• In December we had accrued income (income not yet invoiced) of £2.6m. In
March we had no accrued income as all NHS income was invoiced in
accordance with year end NHS deadlines.
• Other receivables have decreased by £0.4m between April to December.
 Creditors (<1 yr) increased by £4.3m to £39.7m between April to December, this
is predominantly due to an increase in our accruals in the period of which £0.6m
related to service level agreement charges from LGT and Kings; and £2.0m in
forensics services which included £0.7m for drugs and sub contractor costs
associated with Greenwich Prison Services.
 Total provisions are £13.3m, £3.2m of this relates to bad debt provisions (see
Appendix 3 for breakdown). In December we increased the organisational change
provision by £0.1m.
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Debtors & Payments
Debt sum m ary
•
•
•

Total debt stands at £12.9m, a net increase of £0.6m from March 2015.
Debts >90 days have remained at £2.5m between November and December.
Payments of £1.4m were received during January, significant settlements include all
outstanding debt with regard to NHS Property Services (£0.6m); NHSE 14/15 CQUIN
payments (£0.1); KCH pharmacy services SLA (£0.1m) and NHS Greenwich (£0.1m).

•

The over 90 days debts that are a cause for concern are noted below:
 £0.3m Royal Borough of Greenwich (RBG) – we have written to RBG as requested
by their DoF laying out our position and a proposal as to how we would like to
close down this long outstanding issue. We await their response.
 £0.2m GP Practices income – this debt was discussed at the Capital Investment
Committee and it was agreed that we will agree to revise the charges for previous
years but only once the GPS have agreed settlement of full costs associated with
15/16 and 16/17 (including lease documentation).
 £0.1m Haringey CCG in relation to provision of care at the Bracton Centre. We have
received a response from NHSE who have confirmed that responsibility was
transferred to them with effective from 01/04/2013. We will now need to open up
discussions with NHSE regarding the settlement of this historic debt.
 £0.2m medical records; following meeting with the TDA (27/01/2016) they have
agreed for the legacy records to be transferred from the 'guardianship' of Oxleas.
TDA have also agreed that they will notify the respective owner provider trusts of
the records transfer and also highlight the need for payment of the outstanding
monies owed. Although this may not necessarily guarantee payment it could be a
helpful lever in getting a resolution.

•

We have now raised concerns with Greenwich CCG regarding non-payment of invoices
for ECH and Continuing Care packages.

•

The team continues to focus on reducing > 90 day debt to £1m and > 60 day debt to
£2m (including the £1m > 90 days) this was not achieved by December but this
nevertheless remains a target.

P aym ents
•

The public sector payments target is that 95% of invoices are paid within 30 days of
receipt of goods or a valid invoice. In December 85% of invoices by volume and
86% of invoices by value were paid within this target.
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Investments
Estates & I T Capital

Forecast
• Total forecast capital spend has been reduced by £0.6m in December to £17m, this reflects a reduction of £0.9m in relation to general schemes offset by
expenditure brought forward to 2015/16 in relation to QMH. YTD spend at December 15 represents 55% of the full year forecast, this is line with the
previous year’s position (61% of final outturn), given this known trend and the increased level of activity in the last quarter of 2014/15 the current forecast
position is in line with expectations.
QMH
• The committee should note:
 The Kidney Treatment Centre (KTC): a constructive meeting took place in January 16 with colleagues from both GSTT and Diaverum. All parties
have committed to targeting February for signature of the lease.
 The Children's Development Centre in F Block has been delayed until the first quarter of 2016. The construction tender can be awarded but is
subject to successful contract negotiations with Bexley CCG on the contract term, funding and the service model. We have written formally to the
Chief Officer on this matter and this was due to considered by the Governing Body on the meeting on 28.01.2016. We await their response.
Subject to the agreement of the service contract, the construction works can commence in February 2016 enabling an opening in July 2016.
 Redevelopment of the site - The Guaranteed Maximum Price is to be submitted in February 2016, and the current contractor cost plan indicates we
are on financial target with the contingency of nearly £2.2M unallocated at this stage. Demolition started 21 December 2015, and is progressing
well, work completed by March 2016.
 Cancer Treatment Centre – further contractor delays are expected but not yet confirmed. Anticipated completion mid May with the service opening
June/July 2016. GSTT are aware of these timescales and involved in discussions.
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Risks
Financial risks scoring 8 or above have been included in this section and reflect the ratings as at the January 16. The full Finance risk register was
presented at the January meeting of the Risk Committee and the below reflects the latest agreed risks and the ratings.
Risk theme / area
(CQC Outcome)

Risk description

Level and rating
(C x L)

Change since last
review

Cash Releasing
Efficiencies 15/16 and
beyond

FN1: Not achieving our planned surplus of £1m would see us either just breakeven or go into deficit.
This would raise questions about long term sustainability. In order to achieve our financial plan, the
Trust must deliver significant cost improvements; including savings required as a result of reductions
in contract values. NHS England and Monitor have issued planning guidance that non-acutes should
be planning on efficiencies of approx. 4% per year for the next 5 years.

High (12)
(4 x 3)



Reduction in future
contract values

FN2: There is uncertainty regarding funding in the medium term, and it is likely that commissioners
will be attempting to significantly reduce contract values

High (12)
(4 x 3)

Agency staff

FN3: The usage of agency staff poses a financial risk as agency staff are considerably more expensive
than permanent staff, due to higher rates, agency commission, and VAT.

High (12)
(3 x 4)




FN4.1: The Trust failed to deliver on 2 CQUINS in 14/15. Ability to influence national targets is limited
and local CCGs are no longer looking for joint goals across the 3 boroughs. The variation on the latter
may lead to clinicians having to support a greater number of CQUINS with varied goals and reporting.
Given this complexity there is the possibility that not 100% of CQUIN income will be achieved.

Moderate (9)
(3 x 3)



Shift towards a
competitive market
environment

FN7: National policy is to introduce greater competition in the healthcare sector, which will lead to
more services being put out to tender. There are opportunities as well as threats, but there are
financial risks associated with losing contracts.

Moderate (8)
(4 x 2)



Delivery of the capital
programme

FN21: There is a risk that we will not deliver our capital plan on time or on budget. This is due to the
upturn in the construction market which is making it harder to find construction partners who will
deliver to our timescales at reasonable prices. This might have an adverse impact on the timing of
service reconfigurations and on our ability to make savings

Moderate (9)
(3 x 3)



Changes in commissioning
structures

FN22: Changes in commissioning structures mean services being commissioned from different or
new organisations. New commissioners are likely to review service delivery with the aim of retendering existing service

Moderate (9)
(3 x 3)



Debt levels

FN20: There is a risk that invoices will not be paid and debt levels will increase. This will result in a
reduction in cash received and will impact on our financial sustainability

Moderate (9)
(3 x 3)



CQUIN achievement

Appendix 1 - Operational performance
Sum m ary:
•
•
•
•

Clinical services are overspent by £3,135k.
Corporate Services are underspent by £1,375k.
A greater number of service directorates have worked hard to improve their in month positions
with a lower rate of overspend than in previous periods.
We have agreed to set up a task force regime for those Directorates RAG rated ‘Red’. The task
force will work with these Directorates to develop robust financial recovery plans focussing on
the key issues to be resolved, monthly forecasts, and trajectories to reduce overspends.

CR Es:
•
•

The Trust savings target for 15/16 has now been reduced to £6.8m (previously £7.0m) due to
RGB and LB Bexley not requiring the level of savings previously anticipated.
Plans to the value of £6.8m full year effect have been identified with an in year forecast saving of
£6.0m.

Significant operational variances:
Adult MH: High Risk – current overspend and risk gap in future CRE plans
• Community MH: underspent by £257k in month, £133k overspent YTD. The material drivers of
the underspend are:- updated information with regards to Bexley social care seconded staff;
£50k of costs transferred to IRC post MHRD programme and the allocation of additional
resources in relation to invest to save schemes. This is offset by an increased provision in
relation to the Greenwich S75 risk share.
•

Inpatient, Rehab & Crisis: in month overspent by £380k; £1,162k overspent YTD. The main
drivers for the December overspend are related to overspending on nursing costs. Although bank
and agency costs have been reducing, nursing continues to overspend with the vacancy
increasing to 19% (Nov-18%), sickness was 4.72% (Nov 3.6%). There were also higher levels of
study leave that required cover. Income continued to underachieve in month with both NCA &
TARN income £67k and £29k respectively below plan. Private placement costs increased in the
month, net effect post risk share of 41k.

Forecast Outturn:
•

Assumes a reduction in agency usage and a reduction in income. Financial recovery plan to be
put in place.

L.D.: Low Risk
• Underspent by £350k YTD. The in month reduction in underspend was primarily due to a one-off
cost of £42k (75 ipads). Atlas House income generation continues to over achieve with 5 noncontracted patients in the unit (1,047 days). The majority of the in-month movement relates to
the continued underspend on staff costs associated with vacancies, active recruitment is
underway for both nursing and psychology posts.

Forecast Outturn:
•

Continued underspend on vacancies and overachievement of ECR income.

Older Adults: Low Risk
• Overspent by £26k in month, £126k YTD. Adverse in month position is due to the under
achievement of NCA income target by £11k and lower levels of agency spend on the inpatient
wards. The run rate on agency nurse spend has reduced from £101k per month for quarter 1 to
£47k per month for quarter 3.

Forecast Outturn:
•

Assumes a continued reduced usage of agency staff and the removal of one-off non-essential
expenditure associated with archiving costs.

Children & YP Services: Medium Risk – gap in CRE plans and level of in-year overspend
• On budget in month, £429k overspent YTD. The material in-month movements include an
improvement of £55k in relation to the outcome of discussions with LB Bexley regarding public
health funding; offset by the continued requirement of agency doctors in the Greenwich
Community Service (cost pressure of £132k) and agency overspends in Greenwich Continuing Care
driven by non-rechargeable care packages.

Forecast Outturn:
•

Medical overspends are expected to continue in the next quarter, but reductions to care package
agency costs will bring the forecast overspend down from £47k to £40k per month.

Community Services: High Risk – gap in future CREs plans and level of in-year overspend
• Overspent by £230k in month, £1.3m YTD. On pay costs, Nursing is £122k over budget due to
agency overspends in Bexley District nursing (£70k) driven by activity over performance and
Meadow View (£50k) due to the opening of 4 new additional beds to support patient flows from
acute hospitals. On non-pay, Bexley pressure relieving equipment is £50k overspent due to greatly
increased demand for mattresses and cushions. The service is reviewing ordering processes to
ensure consistent criteria are applied across the service. The costs associated with the Wheelchair
service are being reviewed with the aim of seeking reimbursement from NHSE for the specialist
children's provision.

Forecast Outturn:
•

District nursing teams to only book agency staff up to their establishment. Any variation to be
approved by the Head of Service. All recruitment to vacant posts, with the exception of qualified
nursing posts in intermediate care and district nursing, to be approved via weekly management
meeting.
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Appendix 1 - Operational performance cont’d
Forensic & Prisons: Low Risk
• Underspend of £10k in the month, £290k overspent YTD. Favourable movement is mainly due to additional income associated with constant watch costs and a one off
benefit in relation to Medway Secured Training Centre income. This is offset by additional costs on escort and bed watches, Greenwich Prison dental costs and
inpatient catering.

Forecast Outturn:
•

Increase in new admissions associated with overseas patients in quarter 4, additional income from NHSE for Kelsey patient, reduction in agency usage in Greenwich
prisons (substantive staff starting in February and March 16) and negotiation of additional income in relation to key cost pressure in the prison service.

HQ Services : Low Risk
• Central Income - £1.1m has been deferred in relation to income accounted for but not yet spent on various projects. This includes funding for delivering the London
Probation Programme schemes, net surplus on the Greenwich prisons cluster and investments in mental health not yet fully committed e.g. Dementia, Crisis Concordat
role, Winterbourne, CRI Aspire.
• Other material underspends are driven by Quality, Pharmacy and Governance (pharmacists vacancies and staff training), Estates (Interserve Contract Soft FM, Estate
projects, rates rebate on 5 properties backdated to 2011), HR (training and vacancies), Informatics (vacancies due to RIO secondments), Therapies (vacancy and service
users survey) and Finance (vacancies and office expenses).

Forecast Outturn:
•
•
•

Estates underspend is driven by the lower than planned charges to revenue in relation to capital project spend, one-off back dated rates rebates received for prior
periods, one-off facilities management benefit in regards to Eltham Community Hospital and staff vacancies for project managers.
HR will be accelerating commitments in relation to training and will reduce the run rate associated with the YTD underspend
Quality, pharmacy and Governance will continue to underspend in 2015-16 due to an unsuccessful recruitment drive.

QMS: Low Risk
• The planned QMS full year surplus is £150k. This is currently being achieved. Transitional funding of £262k has been deferred in December bringing the total deferral in
year to £0.7m. Total project deferral amounts to £4.9m. This is due to a reduction in PFI costs for Green parks House (negotiated after the business case was
submitted), unutilised income contingency, partial utilisation of redundancy costs and earlier than planned closure of the restaurant/opening of the new café.

Forecast Outturn:
•

Forecast values in line with plan.

Other Corporate
• Underspend is due primarily to reduced spend on projects offset by lower than planned income (£1.1m) and central reserves that have not been allocated to operational
budgets or spent (£1.1m).

Forecast Outturn:
•

Underspend to continue in line with current performance, plus an additional £0.1m above plan for investments held with the National Loan Fund .
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Appendix 2 - Cash Releasing Efficiencies - 15/16 and 16/17 plans

* 16/17 estimated CRE target is £8.0m.
The table above assumes any under-achievement or over-achievement in 15/16 is carried forward into 16/17.
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Appendix 3 – Provisions
The table below sets out the provisions that the Trust held on its balance sheet at the year end, and shows the in year movement i.e. April to December 2015.

Note that this value does not tie back to the provisions figure on the balance sheet as some are held in other areas of the balance sheet (e.g. the bad debt
provision is netted off against debtors).
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BOARD REPORT APRIL 2015 – SEPTEMBER 2015
Introduction
The Staff Partnership Team is pleased to present our six monthly report to the Board
for work carried out from 1st April up to 30th September 2015.
It aims to provide the Board with an independent view on the morale of staff and the
issues that are important to them. Our work includes holding focus groups, floor
walks, participating in the Organisational Change process, providing support to staff
during formal consultations and contributing a ‘Staff Partnership’ perspective to the
corporate functions of the Trust.
This cohort of focus groups contains an in depth report from the Greenwich District
Nursing service and specialist community nursing teams with whom we completed
15 Focus groups. This alongside our other completed focus groups limited the
number of directorates in which we could offer this service. In total in this cohort we
completed 26 focus groups.
We also attach, in Appendix 1, the list of 26 Organisational Change Consultations we
have supported both pre-release, during the consultation process and post
completion.
FOCUS GROUP ACTIVITY per Directorate – April-September 2015
Adult Community Nursing Services (ACS): Greenwich District Nursing Forums:Eltham Forum, Charlton Forum, Fairfield Forum, Highpoint Forum, Twilight DN,
Admin, Team Leads & Heads of Service (x10) and Specialist Community Nursing
teams:- Cardiac Care, HIV, TB, Diabetic, Wound Care & Tissue Viability with
Continence Care Teams (x5).
Forensic & Prisons: HMP Rochester (x2), HMP Cookham Wood (x)4 and HMP
Maidstone( x2).

Summary:
Children & Young Peoples Directorate (C&YP): Bexley Health Visiting Service
located in bases across the borough (x3).
FOCUS GROUP REPORT
The Staff Partnership Team have decided to continue to present the findings from
the above focus groups under the headings ‘communication’, ‘morale’ and ‘local
issues’.
COMMUNICATION
Supervision was reported to be irregular in ACS, and the Prison Service specifically
for Health care assistants. Qualified nursing staff tended to receive supervision more
regularly. Short staffing and increasing workloads was cited as playing a part in this
failure to both give and receive regular supervision to all staff.
Daily handover of clinical workload and caseload occurred, both in ACS and Prison
Services, generally bringing together the whole team to report an update, exchange
problems, receive advice and support, relating to the work of that day.
In ACS and Prison Services, team meetings to receive wider information & news
items, were generally ad hoc; some not taking place for months. Team leads tried to
inform their teams of relevant changes when opportunity allowed. Again short
staffing was cited impacting on increasing workloads between fewer staff, reducing
availability of time to hold meetings.
In C&YP (HV) services, team meetings were also ad hoc and hurriedly held due
again, to increasing workload pressures, targets and short staffing.
Communication from senior managers varied in the adult District Nursing service and
this resulted in either a team feeling valued and supported or not. The location of
senior managers was cited as contributing to reducing likelihood of contact causing
some teams to feel marginalised. Senior managers however felt their workload was
overwhelming suggesting time being the main factor and so prioritising struggling
teams. Forthcoming further reduction of their number was not considered realistic.
The prison health staff believed their service managers were far too busy so had low
expectation of support from them.
There was generally, across all our focus groups, a strong presence of peer support.
However the few areas where this was compromised by interpersonal disharmony
within teams, toxic environments either had or were developing at great cost to
staff’s wellbeing.
We have had to highlight such pockets of distress with directors and senior
personnel immediately following such disclosures for urgent attention.
Heads of Nursing, in ACS, reported difficulties establishing and maintaining good
working relationships with Commissioners as CCG personnel were constantly
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changing.
District Nursing Forums reported little to no trust in Oxleas’ Management of
Organisational Change having comprehensively contributed objections to proposed
changes to no effect. The changes being implemented, despite staff’s comments,
has resulted in senior managers having to establish a senior work stream to redesign
the service again and re-introduce roles that were disestablished (having now lost
good experienced staff to other Trusts). Resulting frustrations have affected morale
amidst persistent short staffing and increasing workloads.
All clinicians were keen to contribute to service development and wanted to be
involved in designing proposals.
MORALE
Across our focus groups, staff reported they had all enjoyed their work in the past
and were still passionate about their area of work. However the increasing stress in
the workplace caused by many on-going factors including short staffing, dependence
on agency staff, staff choosing to retire early stripping teams of experience, rarely
finishing work on time, all significantly reduced b morale. Bexley HVs reporting, ‘all
time low morale’.
The Health Care Assistants in the prison services were becoming increasingly
disenchanted with their expected role which was being severely limited by their
supervising, experienced nurses who were not aware and were not in agreement of
untrained staff carrying out tasks not permitted during their own early years of
working experience. HCAs believed they were becoming de-skilled because of this
yet were employed because they had other areas of interest, many of which they
were qualified to undertake
LOCAL ISSUES
Short staffing in adult community nursing services had resulted in recruitment of
newly qualified nurses deemed inappropriate due to lack of experience, lack of
consolidation of their training, lacking competency to lone-work and needing a
member of staff to work with them - further reducing capacity. Staff felt a minimum
length of experience should be essential.
Specialist nurses, networking with peers pan-London had identified that Oxleas
graded them lower than other Trusts.
Many agency nursing staff did not contribute equally to substantive nursing staff, yet
paid a lot more. Specific competencies for Oxleas’ to demand from nursing agencies,
was suggested.
District nurses having to care for patients living beyond the borough boundary (due
to remaining registered with Greenwich GPs) was causing excessive mileage and
time-wasting travel between patients (eg Greenwich to Sydenham) – urgent review
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of this was identified.
Overtime worked regularly was not always remunerated with overtime payment or
time off in lieu (TOIL) and this was identified as needing enforcement from
managers. Flexible working patterns were also identified as essential to retain staff
as some staff had left due to refusal by management.
The quality of new recruits was reported to be poor so it was suggested that
recruitment interviews be more robust in identifying an aptitude and resilience to
work in the community.
Parking
Community nursing staff in Greenwich and Health Visitors in Bexley, all reported
major concern regarding parking. Restrictive parking zones had resulted in the
majority of staff receiving at least one parking fine due to consultations with clients
unexpectedly overrunning.
Restrictive zones in Bexley were increasing. Greenwich had very limited parking and
though DNs were given WING permits, allowing Council Estate Access, it was only
of limited use with diverse caseloads located across the whole borough. They asked
if negotiating equal parking rights to those enjoyed by ‘Meals on Wheels Service’
was a possibility.
Re-issue of Emergency Parking Permits was also requested, though again, this
would only have limited use.
Prison staff in Maidstone resented the high cost of parking daily in Maidstone and felt
Oxleas should support or provide parking for their staff.
IT
Not all specialist community nursing staff had been issued with i-pads, hearing they
may be issued but only with cuts to their service. Staff believed this was an efficiency
measure so should be provided without disadvantage to their service.
Other efficiency systems such as ‘Docman’ and ‘Cardea’, were not without failings
which have been detailed further in the minutes of focus groups and which can be
addressed locally. Insufficient training in the use of new innovations and for newly
adopted processes e.g. Docman, Cardea, and aspects of Rio such as ‘care plans’.
Limited access to Oxleas’ IT systems for prison staff had disadvantaged them from
job applications and failed to adequately inform them about Oxleas an example
being the Staff Partnership Briefings.
Uniforms
Prison health staff did not like the uniforms for their design specifically regarding:having to wear a belt to hold radio and keys; the poor quality of the material used’
(resulted in staff overheating in summer and in areas with no air conditioning); and
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due to the bad measuring and fitting of them.
Community nursing staff equally did not all support wearing uniform for the above
reasons of design, material and fitting but also from the point of view of personal
safety and patient safety. The latter was raised by patients worrying that a nurse’s
uniform identified their home as belonging to a vulnerable person, presenting risk.
District Nurses felt parking so far from homes they visit presents a danger of their
cars being damaged for ‘drug’s or themselves being at risk of attack for carrying
‘drugs’. These were reasons which originally contributed to abolishing uniform.
Personal Safety
Prison Health staff reported efficient safety procedures were in place but
acknowledged they were at heightened risk in their environment believing the levels
of violence had heightened.
Community staff felt if the discontinued personal alarm was not being replaced by
another, it was best to reintroduce it.
Other staff felt the pressures under which staff worked to complete the allocated
workload was causing anxiety which easily transferred to driving and carrying out
duties hurriedly raising risks of omissions, errors, accidents and incidents.
Estates
All staff reported insufficient meeting rooms both for the large, amalgamated teams
and small for occasions when quiet, or private or confidential space was required.
Insufficient room also impacted upon the number of students that specialised
services could accommodate.
Staff lacked any facility to take breaks in comfort away from the workplace across all
the focus groups we held with only one exception - a new purpose built facility in
Greenwich Square.
Hot Desking
Adapted work stations (for staff needing reasonable adjustments), was presenting a
problem against the expectation that no staff should have a desk of their own. Staff
were feeling they were not valued if no sign of their existence was the requirement. It
was generally felt ill-conceived for clinical teams who need to come together to
network not to have designated seating at a workstation to enter patient records.
Specific issues on the Goldie Leigh site suggested restoring regular Estate’s
Meetings to address:- inadequate storage space; urgent improved buzzer/intercom
to prevent risk of public admittance; poor lighting on site; terrible damp/mould
conditions; blocked gutters; sewage odours; parking; drinking water; and inadequate
clinical space.
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Tenders
Anxiety about future tenders of DN services and HV services was raised asking for
information and involvement as early as was possible.
Positives
Cardiac Care Staff felt victims of their own success raising expectations of patients,
carers and GPs!
Development opportunities were praised in Oxleas’ – time constraints however were
prohibitive.
Oxleas’ was considered highly innovative citing the example of bringing in new
technologies such as designing ‘Apps’.; i-Nurse etc.
Previously held Focus Group had resulted in improved clinic space and IT
connectivity for the TB service based at QEH..
HMP Maidstone
The offender group had changed resulting in a through-put of 300-400 offenders per
annum to 3000per annum. This changed the demands on staff too, not only
regarding assessing a greater number of offenders on admission, but also providing
relevant interventions. The degree of trauma care had not been required prior to this
and short staffing prevented therapeutic group sessions from being initiated.
However some staff, were now receiving training for suturing deep lacerations and
trauma care.
HMP Rochester
The Pharmacy service to Kent prisons was based here. However it operated Mon-Fri
causing delay of medications being dispensed if prescribed after a certain time on
Fridays. No alternative pharmacy can be used by the visiting GPs due to the
prescription pads being solely for use by this pharmacy. This can cause agitation
among patients and conditions to worsen. Review was felt to be urgently required.
Only limited drugs could be kept stored on site due to practical and safety reasons.
HMP Cookham Wood
Here staff disclosed an extremely entrenched situation. Certain staff members were
exercising varying degrees of unprofessional behaviour in regard to each other,
creating a toxic environment with severe repercussions on the dynamics of the team.
This as mentioned above was immediately reported to the Director and senior
managers to urgently address.
Post-trauma care was lacking from Oxleas’. Some staff had used the Prison Service’
after care having good working relationships from prior to transfer to Oxleas’.
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Summary
This cohort of focus groups produced details of just how short staffed these services
are and how this is impacting upon staff’ wellbeing in the workplace.
The workload of community nursing staff was increasing at a rate not reflected in
staffing capacity but in line with the shift to care in the home from hospital. This
workload was so stressful that very experienced staff had reportedly both left the
Trust or taken early retirement who in better circumstances, would have remained.
Awareness of the cost to the Trust of agency staff, only caused further anxiety and
frustration at the Trust failing to recruit. Comments were also given reporting newly
recruited nursing staff were not of the calibre of old and agency nurses did not
perform as well as substantive, ‘home-grown’ staff. The risks presented to the Trust
are many and require urgent attention. Staff offered many suggestions for improving
both recruitment and retention.
The nature of workloads was also changing – nursing in the home is becoming the
norm but the nursing staff numbers are not matching demand. Increased nurses in
training is needed and had reportedly started. The needs of patients are becoming
more complex identifying the need for experienced nurses to mentor new recruits.
The lone-working nature of district nursing requires each professional to develop
many competencies but essentially to start this career with an identified minimum of
experience.
Nursing in prisons was also reported to be changing as offender groups were
reported to have become more aggressive suggesting constant review of training
needs and staff and patient safety.
The workload of health visitors now included many more children in need and in child
protection processes .The incidence of writing court reports had increased markedly
and with a common theme of not being adequately supported, this area of service
begged urgent attention gauging stress levels of staff now being extreme.
From service and operational managers to team leads, a professional, respectful
relationship using regular supervision, team meetings, and ad hoc contact with their
staff, will offer the opportunity to address issues in their infancy and maintain a
positive working environment for staff. Reported disharmony and distress reflected
areas that did not have regular team meetings, supervision or manager visibility.
Hot desking appeared to be imposing restrictions on staff already struggling with
inadequate space to meet and store equipment and personal effects but also coping
with difficult and often highly complex situations in the community. Staff returning to
their base in which no sign of one’s existence was expected, certainly did not make
them feel valued by the Trust and eroded morale.
_____________________________________________
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APPENDIX 1

ORGANISATIONAL CHANGE MANAGEMENT CONSULTATIONS
APRIL – SEPTEMBER 2015
Children & Young People’s Directorate
1. Bexley Audiology Service 19.5.15 – 18.6.15
2. Location and Merging of Selective Health Visitor Teams 1.5.15 -30.5.15
3. SPA Greenwich Sp Children’s services & Camhs 7.9.15 – 6.10.15
4. Disestablish Universal Services Service Manager PA/Project Co-ordinator 1.9.15 30.9.15
5. Out of Hours On call service for Bromley CAMHS 29.5.15 – 13.6.15
6. Restructuring the Greenwich CAMHS Service 1.7.15 – 31.7.15
7. Disestablishment of Multi-Systemic Therapy services 16.4.15 – 22.5.15

Corporate Services
1. Disestablishment Specialist Pensions Officer 31.3.15 – 30.4.15
2. Estates and Facilities’ Project Management structure 24.7.15 – 22.8.15

Adult Community Health Services
1.
2.
3.
4.
5.
6.
7.
8.

Move Bexley Night Service 6.4.15 – 27.4.15
CASH & Community Gynaecology 21.5.15 – 19.6.15
Administration role within Adult DN Service 1.9.15 – 30.9.15
Health Ageing Nursing (HAN) Service 26.5.15 – 29.6.15
Bexley MSK Rehab Team 15.5.15 – 14.6.15
Bexley Night Service 21.9.15 – 20.10.15
PCAP Shift Pattern Meadowview 25.8.15 – 24.9.15
Senior Management Team, Adult Community Services 8.6.15 – 22.6 15

Adult Mental Health Services
1. Redesign of Adult Community Mental Health Services 31.3.15 – 15.5.15
2. Extended Opening Hours AMHS 10.8.15 – 8.9.15
3. Discontd. Service User and Carer Consultation Lead post 17.9.15 – 16.10.15

Forensic & Prison Service
1. Review Forensic Psychology Department Structure 11.8.15 – 9.9.15
2.
3.

Oxleas Healthcare Model for Greenwich Prison Cluster 26.5.15 – 26.6.15

Bracton Catering Work Project 27.7.15 – 25.8.15

Summary:
4.

Second Rochester Pharmacy Staff to Oxleas Prison Services Ltd 14.4.15 – 27.4.15

Older Adult Mental Health Services
1. Reconfigure CMHT and Memory Services 21.7.15 – 18.8.15
2.

Reconfiguration HTT and Day Therapy Services 7.4.15 – 30.4.15

Recommendations
The Board is asked to note
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Summary and Highlights
Recruitment Campaign
The band 5 recruitment campaign has been successful to date with the figures below. Interviews
will be held over successive Saturday mornings through January and February.
Data as of 28th January 2016
• 2116 views of the job advert
• 99 completed applications
• 58 applications not yet completed
• 48 invited to sit competency test to date
• 34 confirmed attendance for interview on 30th January having passed competency test
70% of applicants to date are not currently working in the NHS.
The radio advert will go live week commencing 1st February 2016
Band 5 Nurse Pay offer
The alternative pay offer agreed by the Board for band 5 nurses has attracted considerable
attention from trade unions at a national level. Unions have expressed concern at the national
NHS staff council. We have received a formal letter from the RCN (attached). The RCN have also
emailed all of their members expressing opposition to the scheme. A more informal approach has
been made from UNISON via the London regional partnership forum. A meeting with London RCN
officers will take place on 4th February to discuss the pay offer.
The scheme has been taken up by 19 existing Oxleas staff to date. The scheme will be altered
slightly, to also offer the opportunity of joining a NEST scheme. Employees can choose to leave
this scheme too but would not receive the 1% contribution that the employer would make to this
scheme. The advice we have received is that this will prevent there being any charge by the
Pensions Regulator of ‘inducing’ employees to not take up a pension.

Apprentices
The apprenticeship levy was highlighted at the Workforce committee as a potential financial risk.
The levy will come into effect from April 2017 and will cost 0.5% of the paybill less a £15k initial
allowance. The current understanding is that this will be included in the inflationary uplift for
2017/18.
Organisations will be able to access the funds taken via the levy and use those monies to
purchase training for apprentices from approved training providers. Apprentices are paid at 60%
of standard salary for the first 6 months and at 75% thereafter. For apprentices under the age of
25 there are no employer NICs.
A further government consultation was launched on 25th January which proposes to amend
existing legislation to require all public sector bodies to have 2.3% of the workforce as newly
appointed apprentices on an annual basis. For Oxleas this will equate to just over 80 posts per
annum.
At a meeting on 26th January the Department for Business, Skills and Innovation agreed that NHS
employers could use the levy to support nurse training. The initial focus on implementing
apprenticeships in Oxleas will focus on nursing and initial discussions with the nursing directorate
and Greenwich University are planned.
Disciplinary Report update
Further to the discussion at the January board the report was presented at the BME network
AGM and discussed with members. The transparency of the data and in the direct involvement of
the network in reviewing the data were appreciated. Specific additional actions agreed with the
network were
• Review of all advisory discussions and first written warnings to identify whether earlier
management intervention/support may have prevented any disciplinary action
• Triangulate disciplinary and patient complaints data in light of staff ethnicity
• Audit and review the advice provided by HR advisors to managers focusing on the
decision to take disciplinary action or not
• Specific focus groups will be run by the Staff Partnership team with line managers to
discuss the issue and identify line manager concerns
• Review the approach to incidents and the point where a decision might be taken to start a
disciplinary investigation.
These actions will also be shared with staff side.
Recommendations
To Note

